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HEALTH CONCERNS OF PERSIAN GULF WAR 
VETERANS AND RELATED ISSUES 


WEDNESDAY, JUNE 9, 1993 

House op Representatives 
Subcommittee on Oversight and Investigations, 

Committee on Veterans’ Affairs, 

Washington, DC. 

The subcommittee met, pursuant to call, at 8:30 a.m., in room 
334, Cannon House Office Building, Hon. Lane Evans (chairman of 
the subcommittee) presiding. 

Present: Representatives Evans, Montgomery, Gutierrez, 
Kreidler, Kennedy, Clement, Everett, Bachus, Buyer, Quinn, and 
Steams. 


OPENING STATEMENT OF CHAIRMAN EVANS 

Mr. Evans. Good morning. The subcommittee will come to order. 
If everyone will please be seated we will proceed. 

Today the Subcommittee on Oversight and Investigations is 
meeting to leam more about the health care problems and concerns 
of Persian Gulf theater veterans. 

In addition, the subcommittee will examine the medical treat- 
ment rendered to Desert Storm veterans by the Department of Vet- 
erans Affairs, the Department of Defense, and other providers. 

No one wants the mistakes of the past to be repeated. For too 
many years health care problems reported by Vietnam veterans 
were ignored. We cannot allow this history to be repeated. We can- 
not allow this legacy of Vietnam to become a legacy shared by the 
veterans of Desert Storm. 

If action is indicated, our purpose is to see that action is taken. 
Each and every member of this committee is concerned about the 
health care problems of Persian Gulf veterans, but two members in 
particular, Joe Kennedy and Bob Clement, have been in the fore- 
front in recognizing and responding to the problems of Gulf War 
veterans. 

Joe Kennedy and Bob Clement have also provided strong support 
and encouragement for this hearing; their support, assistance, and 
cooperation are particularly appreciated. 

Numerous news media accounts have reported on the health 
problems encountered by some Gulf War veterans. Today we hope 
to gain a better understanding of the health care problems and con- 
cerns of these veterans. 

We do not presume this hearing will provide final answers to all 
questions. We are hopeful, however, that this hearing will shed 

( 1 ) 
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much needed light on existing problems and possible avenues of 
action. 

In recent weeks many individuals, including some Persian Gulf 
theater veterans, have contacted the subcommittee and volunteered 
to testify today. We appreciate the willingness of those individuals 
to come forward and make their stories known. Unfortunately, 
however, not everyone could be accommodated in person today. In 
some cases individuals have been invited to submit written testi- 
mony for possible inclusion into the printed record. We look for- 
ward to receiving these views. Only individuals who have been for- 
mally invited in writing by the subcommittee to testify will be 
called today by the chair to present their views. 

A very large number of witnesses are scheduled to testify today. 
Witnesses recognized to present an oral statement today are, again, 
requested to limit their presentation to five minutes. Without objec- 
tion, the complete written statement submitted by each witness 
will be included in the hearing record. 

Our many visitors today are welcome and I would like to remind 
all in attendance that this is a formal congressional hearing. Cour- 
tesy and proper order are to be maintained at all times. Comments, 
questions or expressions of approval or disapproval, such as ap- 
plause from the gallery, are to be withheld. 

The chair anticipates questions may be submitted to witnesses 
following the conclusion of the hearing. Those questions and the re- 
sponses provided by each witness will also be made part of the 
hearing record. 

The chair also notes that Dr. Ruth Edsel, Chief Air Pollution and 
Respiratory Health Branch, Division of Environmental Hazards 
and Health Effects, Centers for Disease Control and Prevention, 
had been scheduled to testify today, but the chair is excusing her 
from participating in the hearing. Without objection, her prepared 
statement will be included in the printed record. 

For purposes of introductory comments I will now jdeld to Con- 
gressman Bachus. 

OPENING STATEMENT OF HON. SPENCER BACHUS 

Mr. Bachus. Thank you. 

Mr. Chairman, I want to thank you for the opportunity that we 
are going to have today to address this distinguished group of pan- 
elists. I also want to say that I am grateful to the veterans and 
their families that have taken the time and effort to be here. 

I would like to particularly recognize two veterans. They are Mr. 
and Mrs. Larry Perry of Goldhill, NC, suid Mr. and Mrs. Thomas 
Lane of Trenton, GA. Both of these gentlemen served in the Gulf 
War as a part of the Naval Reserve unit in Huntsville, AL. 

I would also like to thank many Alabama veterans who have 
brought this issue to my attention. I have reviewed most of the tes- 
timony, and I find it to be very intriguing, very puzzling. I will say 
that I hope today that we start malang inroads into better under- 
standing this disease and the issues before us, and that as a result 
of these hearings, we are able to have more immediate, more re- 
sponsive, and more successful care for our Desert Storm veterans. 

Thank you, Mr. Chairman. 

Mr. Evans. Thank you very much. 



3 


The gentleman from Washington State. 

OPENING STATEMENT OF HON. MIKE KREBOLER 

Mr. Kreidler. Thank you, Mr, Chairman. 

Mr. Chairman, last week I had the opportunity to have dinner 
with a friend of mine who told me about a brother of his who had 
passed away a couple of weeks ago. Both my friend and his brother 
had served in Vietnam, and my friend’s brother’s death was attrib- 
uted, at least by the family and recognized by the VA in some ca- 
pacity, to be due to the effects of Agent Orange. 

We will never know how much of his disability and death was 
attributable to Agent Orange, but it really brought home the mean- 
ing of this particular hearing that you are holding today, Mr. 
Chairman. 

For too long when we dealt with Agent Orange, the government 
refused to recognize the threat to veterans who had served in the 
Vietnam theater and denied and ignored their problems and mini- 
mized their complaints and neglected their problems. 

That neglect is something that reflects poorly in many respects 
on the military and certainly on our society, when it fosters mis- 
trust, cynicism, and alienation of government, in general. 

The veterans of our Nation are entitled to receive medical care 
and, certainly, be recognized for standing up to defend our coimtry, 
but they have reason to feel at times that they have been betrayed 
when certain things are not recognized appropriately. 

Each war has brought forward its own list of problems, whether 
it was the problems of gas in World War I, atomic radiation in 
World War II, or dioxin in Vietnam. Now we look at a situation 
where perhaps the oil fires in the Gulf, the depleted uranium, the 
endemic parasites and diseases, certain environmental and combat 
stresses are causing new illnesses. We do not know the answer, but 
we are starting to seek out those answers. 

I am an optometrist, and I was a lieutenant colonel in the Army 
Reserve who was activated as a part of my Army Reserve hospital 
unit to support military personnel going to and coming back from 
the Gulf, and in that capacity I certainly recognize that medicine 
does not know all the answers to the questions in front of us. It 
is not an exact science. There are some disorders and illnesses that 
we know very little about. 

No one can promise that we are going to offer cures to all of 
these problems, but we can promise to listen to our patients, take 
their complaints very seriously, investigate, and to the best of our 
ability find causes for their symptoms. 

I do not know all of the details of the problems that the wit- 
nesses are going to present today, but I look forward to this hear- 
ing and finding out more facts about these problems as they have 
been recognized and their conditions and what we can do to help 
treat them. 

I am OTateful to you, Mr. Chairman, for taking this course of ac- 
tion and holding this hearing, and we certainly know one thing, 
that these Persian Gulf veterans deserve our support now as we 
supported them during the conflict. We must recognize our respon- 
sibility to find answers to their questions and help to restore the 
kind of trust that the veterans should have in our government. 
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Thank you, Mr. Chairman. 

Mr. Evans. Thank you very much. 

The other gentleman from Alabama, Mr. Everett. 

OPENmG STATEMENT OF HON. TERRY EVERETT 

Mr. Everett. Thank you, Mr. Chairman. 

I, too, want to thank you emd Ranking Member Ridge for holding 
this hearing. I participated yesterday in the Subcommittee on Com- 
pensation, Pension and Insurance hearing and heard compelling 
testimony from the various veterans and service organizations 
about some of the experiences that they had in Desert Storm and 
also with the VA. 

Obviously a great many things have happened, things we need 
to look into. For instance, many of the soldiers who were sent to 
serve in Desert Storm already had medical problems. We need to 
check into that. That combined with what could be called the 
witch’s brew of toxic substances and a hostile environment have 
caused us to have thousands of claims filed with the VA. 

We have a lot to do in this subcommittee, and I again appreciate 
very much you making this hearing possible. 

Imank you. 

Mr. Evans. Thank you. 

The gentleman from Massachusetts. 

OPENING STATEMENT OF HON. JOSEPH P. KENNEDY H 

Mr. Kennedy. Th ank you, Mr. Chairman. 

First of all, I want to thank you, Mr. Chairman, for the efforts 
that you have made with regard to trying to get to the bottom of 
this issue. You and I have had, I think, a joint concern about the 
fact that, dating back fifum the initial hearings over a year ago, we 
did not feel that the VA was looking into this issue, nor the Penta- 
gon looking into this issue, with near the vigor that the complaints 
warrant. 

It seems that we were headed a year ago for a repeat of the 
Agent Orange fiasco. We saw the same individual hmed by the 
milita^ to study this issue of Persian Gulf s^drome sicknesses as 
was hired to investigate Agent Orange, and I think it sends a mes- 
sage throughout aU of the veterans’ community that are feeling the 
terrible sicknesses that somehow the government feels that they 
are malingerers. There is a sense that if they come forward, they 
are going to be punished. There is a feeling that the officials of 
their government really and truly believe deep in their heart that 
these soldiers simply have something wrong with their head. 

Now, I know, and we ought to ac&owledge, that President Clin- 
ton and the new Secretary of Veterans Affairs have acknowledged 
this as a problem and have tried to come up with policies that will 
deal with this in terms of the VA’s reaction, but the reality is that 
what we see at the front lines of the Department of Veterans Af- 
fairs has a lot left to be desired. 

The tremendous work that you have done in terms of calling for 
a complete review of all the potential service in terms of the cre- 
ation of the kind of document that would indicate exactly what tiie 
chemical exposures have been and exactly what tiie presvunption of 
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those chemical exposures might be has fallen well short of the ex- 
pectations that we had when we voted on that legislation last year. 

There are indications that of the 660,000 men and women that 
served in the Persian Gulf, only about 4,000 have participated in 
the registry. Now, when we first had these hearings a year or so 
ago, there were indications that there was only a couple hundred, 
250 soldiers that had been complaining of these symptoms, and yet 
we now know that there are literally thousands and thousands of 
soldiers that have these complaints. 

So the question is whether or not we, as the Congress of the 
United States, are going to make the presumption that when these 
soldiers are exposed to chemical contaminants that are very dif- 
ferent than the kinds of wounds that have been experienced in past 
warfares; it seems that we are now dealing with a whole new ele- 
ment of modem warfare. Instead of being shot with a gun and 
wounded, people are exposed to uranium tipped bullets. They are 
exposed to oil fires. They are exposed to a whole range of chemical 
contaminants that have never had that kind of exposure to the 
human body before. 

So we do not know exactly what the outcome of those exposures 
are going to be, and the question is whether or not we as a Con- 
gress are going to make ourselves open and available to the sol- 
diers so that they feel that they can come forward, make the com- 
plaint, and have a presumption that if there is a body of knowledge 
that indicates that excess chemical exposures are going to provide 
you with symptoms that might indicate things like hair loss, things 
like stomach cramps, things like vomiting, things like extreme 
chronic fatigue, that there would be a presumption that those ill- 
nesses are directly related to the service that you provided to your 
country because you were exposed to those lands of chemicals in 
your service to your country, and that is the crux of this issue. 

It seems to me that what we are trying to accomplish here today 
is not just to hear directly from the VA and the Pentagon, as this 
committee has done in the past, but to use the initiative of this in- 
vestigative subcommittee to say that there is a whole array of dif- 
ferent views on this issue; that doctors and health experts from 
outside the VA have experience, and as a matter of fact, many doc- 
tors within the VA. 

It is the first time that we will have heard directly from Persian 
Gulf soldiers themselves, to hear about what they feel and the 
kinds of problems that they sense that they are incurring, and I 
think that this is a very important hearing, Mr. Chairman. 

I really want to thank you very much for your willingness to take 
on this issue. I know that it has been very controversial up here, 
and there is the need for the kind of leadership that you are pro- 
viding, and I very, very much want to commend you and look for- 
ward to today’s hearings. 

Thank you, Mr. Chairman. 

Mr. Evans. Thank you. 

The gentleman from New York. 

OPENING STATEMENT OF HON. JACK QUINN 

Mr. Quinn. Thank you, Mr. Chairman. 
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I want to join the other members in thmiking you for putting to- 
gether the hearing today and also thanking the witnesses that we 
will hear from throughout the day and, I hope, after today. As Mr. 
Kennedy has already said, the committee has looked at this issue 
before, and I hope it is only the beginning of a lot more information 
that tMs Congress will hear and the subcommittee will hear. 

It is clear to all of us that there are Desert Storm veterans, men 
and women, who face some very vinique health problems. I believe 
that wounds are woimds, whether they are physical, whether they 
are 50 years ago or five days ago, and I think our challenge here 
is not only to hear that testimony today, but also to take that infor- 
mation to the rest of our colleagues on both sides of the aisle, from 
this subcommittee to our full Committee on Veterans’ Affairs, and 
make sure that the story that we hear today, and the stories and 
information that we can share with others, be shared with this 
Congress and our country here in Washington, DC. 

I look forward to hearing the testimony today and hope that it 
is only the beginning of some interaction between these veterans 
and the VA and others to get to the bottom of this problem once 
and for all. I thank you and Mr. Ridge for putting it together. 

Mr. Evans. The gentleman from Tennessee. 

OPENING STATEMENT OF HON. BOB CLEMENT 

Mr. Clement. Thank you, Mr. Chairman. 

I pushed hard, as you know, for these hearings. I think it is very 
necessary. I am a veteran myself, and I think we should do every- 
thing humanly possible to help our veterans in every way, and I 
know a number of veterans and their families feel abandoned at 
this time, that they served in the Persian Gulf, and they just are 
not getting the attention that they deserve. They know they have 
got problems. They are really not sure what those problems are. 
They are concerned about their future. They do not know what is 
going to happen when it comes to their families and how they are 
going to provide for them. They are suffering difficulties financially, 
and their lives are just falling apart. 

And it is up to us not to look the other way, but to do everything 
we can for our veterans because they were representing all of us 
when they went to the Persian Gulf. They were not just represent- 
ing part of us, and a lot of us supported that resolution to send 
those soldiers to the Persian Gulf. Let’s now stsmd by them. 

I myself have looked at 70 individual cases concerning veterans 
and their families and how they have been impacted. Based on my 
research, I have three areas of concern. 

First, there are veterans experiencing common symptoms which 
have yet to be diagnosed. 

Second, the question is not whether the soldiers are being seen 
at the VA and DOD facilities, but whether or not they are truly 
being treated. 

And, lastly, there are obvious discrepancies between the numbers 
of affected individuals linked to service reported by service organi- 
zations and advocacy groups and those presented by the VA and 
the individual branches of the Armed Forces. 

Mr. Chairman, I have been pleased by recent statements by Sec- 
retary Brown indicating his willingness to look into all areas, in- 
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eluding multiple chemical sensitivity, and reaffirming his commit- 
ment to provide access to the best available resources. In fact, re- 
cent movement with the VA appears to indicate that the tide is 
slowly turning. 

I have been further encouraged in that the VA appears to be 
moving away from the solely PTSD, or general population diag- 
nosis, and is now considering other causes and means of treatment. 

On the other hand, it is my opinion that the active duty forces 
are behind the times since there continues to be a general mis- 
conception that aside from our very few cases, that there is no 
problem. The evidence that I have seen, the 70 cases I have inves- 
tigated leads me to believe that there is a direct correlation be- 
tween these individuals who are sick and their service in the Per- 
sian Gulf. 

To this point, all the government studies and research address- 
ing exposure have focused on the oil well fires. I believe these ef- 
forts in this area have been exhaustive, and I commend them for 
this. But I believe that we must pursue every possible explanation, 
leaving no stone unturned. 

Therefore, every possible e^osure, such as reactions to inocula- 
tions, effects of depleted uranium, contaminated water supply, and 
pesticides, must be scrutinized in the same manner. The burden of 
proof should not fall upon the soldiers. They are ill, and there is 
no question about it. The burden of proof should fall on those dis- 
counting this mysterious illness. The dissenters should prove that 
it is not linked by eliminating every possibility. 

Again, Mr. Chairman, thank you for providing this opportunity 
for the committee to hear first hand from those affected by the 
mysterious illness and key individuals which have been involved in 
the treatment and/or study of this mysterious illness. I am hopeful 
that this hearing will draw attention to a continuing problem and 
result in a better understanding of this situation. 

And I ask that my full testimony be incorporated into the record 
as if read. 

Mr. Evans. Without objection, so ordered. 

The chair is very pleased to recognize the gentleman from Indi- 
ana, a Persian Gulf veteran himself. The gentleman may proceed. 

OPENING STATEMENT OF HON. STEVE BUYER 

Mr. Buyer. Thank you, Mr. Chairman. 

I give great compliment to you for having this second set of hear- 
ings on Persian Gulf War veterans. I feel kind of awkward here be- 
cause I almost feel as though I am also in a position of testimony, 
being a Persian Gulf War veteran myself, and I give great com- 
pliment to my colleague, Mr. Kennedy from Massachusetts, for tak- 
ing a lead at this time where I, like many other veterans, was suf- 
fering from some ailments, but had no idea what was wrong with 
my body. 

There are many symptoms out there that veterans have, and 
they are discounted due to medical ignorance, due to a lack of a 
specific cause and a specific solution. 

I can say affirmatively that the Persian Gulf War changed my 
life and my body, and that is, in fact, very, very real, gentlemen. 
These are many of the drugs that I take. 
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Now, I step forward today to do this because there are many vet- 
erans out there that do not know whether or not it is real or in 
their heads, but the statement that I have to share with veterans 
today is, in fact, it is real; there is a member of Congress that is 
a Persian Gulf War veteran who is having problems, who returned 
from the Gulf War having upper respiratory problems and having 
the drip down the back of the throat. For someone who went off 
to the war, who for the first 32 years of his life was of excellent 
physical health — I did not lift as many weights as you did, Joe — 
but I was in very excellent physical health; I came back and then 
to begin to have problems. 

And you raised a question when you said that the VA only has 
4,000 of these veterans in the registry while over 600,000 went to 
the Persian Gulf War. When I came back and was personally strug- 
gling with many different physical problems, there was a study 
done in Indiana of the 123rd ARCOM, and over 100 of my com- 
rades went and participated in that study. 

My wife Jody said, “Steve, are you going to participate?” 

And I said, “No, I am not. Just watch what is going to happen.” 
I said they are going to come back, and they are going to label their 
problems post-traumatic stress disorder, and, son of a gun, was I 
absolutely furious when that, in fact, is what happened to my col- 
leagues, and it was labeled as something that was a mental dis- 
order as part of the cause. 

So I know though that when you are having to take drugs like 
this every day, three times a day, and you pay $147 out of your 
pocket for these drugs, that I am not alone; that there are many 
veterans out there having to do this kind of thing, and the U.S. 
Government has a responsibility. 

The responsibility is for many of those veterans who do not have 
an opportunity to have a voice like I do at the moment. That is 
why I compliment you, sir, for having a hearing like this and, Joe, 
for your coming forward. 

The forum is extremely important. I believe that the multiple 
chemical sensitivities and environment like that, whether or not it 
be from the ursmium — not all of us handled ammunition. I slept in 
a tent in the desert that had a space heater eight feet from me that 
used diesel fuel that contained lead, and the doctors say, “Steve, 
we know there has been an insult to your immune system,” but 
from what they do not know. So you try to treat what, in fact, is 
there. 

Mr. Clement has said that the responsibility should not be upon 
the veteran. You bring the veteran into the system, and you ac- 
knowledge, in fact, there is a physical problem, and you treat it. 
That is what is extremely important. 

You do not put the burden of proof upon the veteran to step for- 
ward. We should bring them in and treat them and recognize, in 
fact, there is a problem, and that is why I compliment you for this 
hearing. It is a first step, and, in fact, you will be hearing from 
panels of experts for the need to perform further research and to, 
in fact, have chemical sensitivity experiments, and if they need 
more funding for that kind of tWng, step forward and ask us. I 
know there are many of us who will be strong advocates for it, and 
I look forward to participating in this hearing. 



9 


Thank you so very much. 

Mr. Evans. Thank you very much. 

The subcommittee is very pleased to welcome our colleague, Con- 
gressman Charles Canady, as our first witness today. If he would 
come forward, we appreciate your interest in toda/s hearing, and 
we look forward to receiving your testimony. 

The subcommittee understands your district, Florida’s 12th Con- 
gressional District, is the home of the 325th Maintenance Company 
of the Florida National Guard. The 325th was activated and served 
in the Persian Gulf theater. Since then several members of this 
unit have reported health problems. 

Later today the subcommittee will receive testimony fi'om Dr. 
William Johnson on the health care problems reported by some 
members of this unit. So we are very pleased to hear from you 
today, and we will let you proceed at this time. 

STATEMENT OF HON. CHARLES T. CANADY, A REPRESENTA- 
TIVE IN CONGRESS FROM THE STATE OF FLORIDA 

Mr. Canady. Thank you, Mr. Chairman, members. 

I would like to join in commending you, Mr. Chairman, for your 
efforts in dealing with the problems being experienced by veterans 
of the Gulf War, and today, as you have mentioned, I am here spe- 
cifically to bring to your attention and to the attention of the mem- 
bers of the committee the particular problems that have been expe- 
rienced by members of the 325th Maintenance Company in the 
Lake Wales Division of the Florida National Guard. 

The members of the 325th have been experiencing serious health 
problems, and I believe that there is strong, indeed compelling evi- 
dence that these problems are a direct result of their service in the 
Persian Gulf War during Operation Desert Storm. 

The 325th was responsible for painting almost 8,000 vehicles 
with a toxic chemical warfare resistant paint in 1990 and 1991. 
Members of the unit report conditions were primitive. Safety equip- 
ment was virtually nonexistent, and their protest to commanders 
in the Army and National Guard were ignored. According to Guard 
members, the paint operations were shut down after the Army’s 
7th Brigade refused to take over the job in 1991 because of safety 
concerns. 

Dozens of members of the Lake Wales Guard unit report a vari- 
ety and range of respiratory problems and other symptoms, which 
experts say result from exposure to toxic agents. The Guard mem- 
bers are in the process of seeking treatment of these problems 
through Army and VA medical facilities. 

As a result of the concerns expressed to me by members of the 
325th, I have communicated with the Secretary of Defense, the 
Secretary of Veterans Affairs, and others, but members of the 
325th who have separated from the Guard since Operation Desert 
Storm are entitled to have their medical problems addressed by the 
VA. 

However, these members of the 325th have reported to me that 
they are encountering difficulty in obtaining the necessary exami- 
nations and treatment. Though the VA has set up a Persian Gulf 
War registry to document medical problems arising from the Per- 
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sian Gulf War, the delay in receiving a medical examination follow- 
ing application to the registry is over six months, I understand. 

Furthermore, the VA does not recognize the injuries suffered by 
the 325th during their service in Operation Desert Storm as a med- 
ical problem. Veterans from all over the United States, as we have 
heard, have been complaining of ailments, including chronic fa- 
tigue, sore joints, hair loss, loose teeth, skin rashes, breathing prob- 
lems and memory loss. In order to properly address the problems 
being experienced by former members of the 325th and other imits 
which served in the Persian Gulf, I believe that two changes must 
take place. 

One, the VA needs to acknowledge and medically address the 
problems arising from Operation Desert Storm. The VA does not of- 
ficially recognize the kinds of problems associated with multiple 
chemical sensitivity and has no experts in the area of chemically 
based problems. The VA needs to develop an area of expertise on 
the problems associated with long-term, frequent exposure to 
chemicals, such as those contained in the paint applied by the 
325th during Operation Desert Storm. 

Second, the VA should expedite the process for getting veterans 
examined for possible health consequences as a result of the Per- 
sian Gulf War. Presently, once a veteran has applied for a medical 
exam through the Persian Gulf War registry, as I said before, the 
waiting period for an examination is more than six months in some 
cases. 

I believe that this is a delay which is simply unacceptable. Many 
veterans are suffering from symptoms so serious that they are not 
able to work. If we are going to address the problems of our veter- 
ans in a timely and meaningful manner, the speed and process of 
their applications for medic^ examination and treatment must be 
increased. 

Again, Mr. Chairman, I appreciate your efforts on behalf of the 
veterans, and as we gather more information concerning the par- 
ticular problems of the 325th, we will be submitting information to 
you and the other members of the committee for your consider- 
ation. 

[The attachment appears on p. 168.] 

Mr. Evans. Thank you very much. 

Mr. Canady. Thank you. 

Mr. Evans. Let me just ask you one question. 

Mr. Canady. Yes, sir. 

Mr. Evans. Have a large number of members from this unit been 
discharged from the unit itself because of medical problems? 

Mr. Canady. A number of them have been discharged. Others 
have voluntarily withdrawn from the Guard. 

Mr. Evans. So we are in a situation where the military recog- 
nizes at least some of these folks who were involuntarily separated 
or separated because of their medical problems have medical prob- 
lems, but we do not have any governmental acknowledgement that 
they might be from the Persian Gulf experience? 

Mr. Canady. That is correct. 

Mr. Evans. Thank you. 

Does any other member of the subcommittee want to raise a 
question? The gentleman from Alabama. 
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Mr. Backus. Charles, let me ask you four or five questions. What 
type of respiratory problems are they having? Are they having 
bronchitis or shortness of breath? 

Mr. Canady. A wide, wide range of respiratory symptoms have 
been described to me. It is difficult to get a fix on the particular 
symptoms, but there is a wide range of symptoms. 

Mr. Backus. Are they coughing up substance? 

Mr. Canady. In some cases that is happening. Shortness of 
breath, just difficult breathing in some cases. I think some of them 
have experienced the drip that has been described earlier. A wide 
range. 

Mr. Backus. Post-nasal drip? 

Mr. Canady. Yes. 

Mr. Backus. Are they described as similar to, say, an allergic 
drip from allergies? 

Mr. Canady. I think some of them have experienced that t)rpe of 
a problem, yes. 

Mr. Backus. How about infection, bronchial infection or bac- 
terial? Have any of them been diagnosed as having bacterial 
infections? 

Mr. Canady. I do not know if any have been specifically diag- 
nosed with bacterial infections. 

Mr. Backus. What was the site of the painting? Was it in Florida 
or was it overseas? 

Mr. Canady. Oh, no. This was in the theater of operations in 
Saudi Arabia. Yes, they were. This was one of the units from Flor- 
ida that was mobilized and served in the Persian Gulf. 

Mr. Backus. You mentioned that experts say that their condition 
was a result of exposure to the toxic agents in your testimony. 

Mr. Canady. Yes. 

Mr. Backus. Who were these experts? 

Mr. Canady. Well, the expert who has been mentioned by the 
chairman. 

Mr. Evans. Dr. Johnson. 

Mr. Canady. Dr. Johnson, I believe, has expressed that opinion. 

Mr. Backus. And he has examined some of these gentlemen? 

Mr. Canady. I believe that is accurate. 

Mr. Backus. So he could tell us more about the exact conditions? 

Mr. Canady. Yes. He would be obviously in a better position to 
express his opinion and explain the medical basis for it. 

Mr. Evans. Would the gentleman 5deld? 

He is one of our scheduled witnesses. 

Mr. Backus. Thank you. 

Mr. Evans. Does anybody else have any questions of this wit- 
ness? 

Mr. Buyer. Just one, Mr. Evans. This paint, was this the CARC 
paint? 

Mr. Canady. I think that is correct, yes. 

Mr. Buyer. And I am familiar with that, and I believe that it is 
the infra red absorbent paint that was being used, and as far as 
I know, it also contains a cancer causing agent. So hopefully that 
is just another area that needs further investigation, Mr. Chair- 
man. 



12 


Mr. Canady. Well, again, the information we have indicates that 
at a certain point the use of this paint was suspended because of 
the concerns that were subsequently expressed, but the Guard 
members were exposed to its use for an extended period of time. 

Mr. Buyer. As a matter of fact, I can remember being out there 
among some of the tanks. Some guys would say, “Well, you 
shouldn’t really lean on this tank. It’s got the special paint,” what- 
ever that means. 

Thank you. 

Mr. Evans. Thank you. Congressman, and we look forward to 
working with you. 

Mr. Canady. Thank you, Mr. Chairman. 

Mr. Evans. The members of our first witness panel are Thomas 
Lane, Carol Picou, and Kimo Hollingsworth. If they would come 
forward at this time and be seated at the witness table. 

Tom is a veteran of the Persian Gulf and a member of the Navy 
Reserve 24th Naval Mobile Construction Battalion. Carol has 14 
years of service in the Army, is a Persian Gulf veteran, and is cur- 
rently serving on active duty. Kimo served two tours in the Gulf 
theater, and is a Marine Corps Reservist. We will start out with 
Tom as soon as he gets situated. 

As I have indicated earlier, each of your complete statements will 
be entered into the record. So if you can summarize, we would ap- 
preciate it, and, Mr. Lane, we will start with you once you are 
ready. 

STATEMENTS OF THOMAS LUTHER LANE, NAVY RESERVE 

24TH NAVAL MOBILE CONSTRUCTION BATTALION, TREN- 
TON, GA; CAROL H. PICOU, ARMY ACTIVE DUTY, UNIVERSAL 

CITY, TX; AND KIMO S. HOLLINGSWORTH, USMC RESERVIST, 

ROCKVILLE, MD 

STATEMENT OF THOMAS LUTHER LANE 

Mr. Lane. Honorable United States of America Congressmen and 
Congresswomen, it is, indeed, an honor to be able to present to you 
written and verbal testimony about the health problems associated 
with Desert Storm. 

As the tears streamed down my face caused by the intense pain 
in my hip, I knew if I could bear it enough I would be able to get 
into Wal-Mart, get back to my car, and have the Christmas cards 
needed to send back to my loved ones back home. This is pretty 
much the same at Meridian, Mississippi, on December 13, 1992, as 
I traveled to Touro Infirmary down in New Orleans. That is where 
I was treated by Dr. Hyman for the sickness that I incurred while 
serving in Desert Storm. At that point in my life 

Mr. Evans. Mr. Lane. 

Mr. Lane. Sir. 

Mr. Evans. Would you pull the microphone closer to you? 

Mr. Lane. Yes, sir. 

Mr. Evans. Because it does not pick up unless you have it closer. 

Mr. Lane. At that point in time in my life, I was down to using 
a cane to get around with. 

Let’s see. In 1988 and 1989, I ran the Marine Corps Marathon 
here in Washington, DC, with times of three hours and 25 minutes. 
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three hours and 15 minutes. At age 39, here I looked like I was 
75 to 80 years old using a cane. 

I only wish you could have felt that pain in the hip. If you take 
and break your arm or break your leg, that is the intense pain at 
that time that I was experiencing. TVo weeks after treatment by 
Dr. Hyman, the pain left and has not returned. 

Mine is no isolated case. I will refer back to my written testi- 
mony about the various problems I experienced, those being watery 
bowels, loss of appetite, sleeplessness, short term memory loss, de- 
pression, fatigue, extreme pain in my joints, night sweats, in- 
creased pulse rate. 

My normal pulse rate would be aroimd 60 to 65. It stayed be- 
tween 85 and 90 during that whole time period. 

Body weight swings in short periods of time from, say, ten to 15 

f jounds up and down. I also had uncontrolled emotional outbursts, 
ack of drive, strange bumps that would come and go at various 
points in my body. I would have tremors and shakes, imusually 
itchy scalp, sore throat for long periods of time, problems urinating, 
and disorientation. 

I am very familiar with the Chattanooga area that I live in, and 
I found myself on two occasions driving alone lost. I had to stop my 
car, sit there for about 15 minutes to reorient myself, and finally 
it came back to me. This happened to other people in my unit. One 
^y, in particular, he had to make a phone call to get out of the 
location he was in. 

We did experience some problems getting first seen by the VA. 
My first eimerience with the VA was it is going to cost you money 
to see the VA. They went through the process of determining how 
much I made and so forth and so forth, you know. Well, I tiumed 
around and left. I was having diarrhea problems, and I figured I 
will just live with it. 

WeU, when it got worse to the point that I was having the bumps 
and everything else showing up, I said I have got to have some- 
thing done. So I went back to the VA, and I said, “Go ahead. 
Charge me for it. You know, Fm going to hang in there with you.” 

So I got bills from the VA. I have not paid them yet, but I have 
still got bills from the VA from going to see them. TTiey have done 
every test possible and shown up nothing. As a matter of fact, 
when I had my hip problem, the doctor I saw, he checked me out. 
He did a chest x ray, examined my spine, and he said, “I think 
your spine is causing your problem.” 

Well, I had never had back problems before. So they sent me to 
the physical therapist in VA. He lifted my leg just a few inches off 
the table, and he said, “Something is wrong.” So he had my hip x 
rayed. A week later, as they examined the x ray, it showed deposits 
forming down there. 

My normal association with the doctors at VA is they just gaffed 
it off. I saw five different doctors. I got five different answers as 
to what my problem was. It is kind of ridiculous to go back and 
back and back. I do not get paid travel pay to go see the VA. I have 
to finance my own expenses, and it has been quite a bit. 

Several people in my unit have filed bankruptcy. Several people 
in my unit cannot work today because of this. They have lost about 
everything they have. 
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There have been others like me that have been able to maintain 
their jobs, but it has been under extreme pressure. Some have been 
harassed like I have by my work place. My boss keeps tell me, 
“Well, show me in writing what is wrong with you.” I cannot do 
that. The VA cannot do it. The Navy cannot do it. So I do not have 
an answer to give to him. 

But because of certain problems that I have, like memory loss 
and the tremors, I have had paper work discrepancies, and I have 
received letters and days olf from work. Others in my unit have 
been eradicated out of the military because of their problems. 

Gene Trucks, a fine fellow that used to work for me over at Saudi 
Arabia when I was there, he is losing his mind, and he is getting 
worse every day. We need to do something about it. We may not 
be able to repair him, but there are others that are going to be just 
like him. 

Two months after treatment from Dr. Hyman, I went on an 
ACDUTRA for about 18 to 21 days. It was the most physical 
ACDUTRA I have been on in my Navy career. My assistant re- 
signed before going. So that meant I did my job, his job, and two 
other jobs. What I am tr 3 dng to say is I went through 18 days with 
five hours’ sleep a night and came through it in real good health. 
Had it not been for the treatment I received from Dr. Hyman I 
would never have been able to do that. 

I am not saying I am totally well. I do have to rest periodically, 
but I am taking medication that costs me $225 a month to help me 
maintain my health. I do not know what I would do without it. 

We need your help and support. Enact a legislation that will re- 
search this mysterious illness to find out what it is and to treat for 
it. Try to financially reimburse those who have spent and lost a lot 
of money in taking care of themselves. Somehow correct the prob- 
lems that are created between the employers and employees. Take 
care of the family members that have been exposed. There have 
been some spouses, and I do not know if any children have shown 
up with the same s 3 Tnptoms, but there have been some wives and 
probably some husbands who have shown up with the same symp- 
toms. 

In summary, none of us are heroes. We are just plain, common, 
everyday folks. All we did was do what any normal, red blooded, 
patriotic American would do under the same circumstances. We re- 
sponded to the call to go. We went in. We did our jobs. We did 
them well. 

Take this opportimity to show the Americans and the rest of the 
world that we, the United States of America, is still the greatest 
and most godly nation on earth. Take care of those who served you 
well. 

[The prepared statement of Mr. Lane appears on p. 171.] 

Mr. Evans. Thank you very much. 

Ms. Picou. 


STATEMENT OF CAROL H. PICOU 

Ms. Picou. Good morning. I am Sergeant First Class Carol 
Hammill Picou. I have served my country now for over 14 years. 
I was deployed to Saudi Arabia from November 23, 1990, to April 
23, 1991. 
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Before I begm, I have been diamosed with some memory impair- 
ment and cognitive disorder. So if I get lost, I apologize. 

During my deployment, I was an NCO at an intensive care ward. 
I was also a five ton truck driver. I was on a dolly team. I was rear 
detachment security NCO. I had numerous responsibilities. 

I volunteered to go into Iraq when my male counterparts reftised 
to go. I went, and I did a job. During my deployment there into 
Iraq, we were on a convoy for over three days. During that time 
period, we were administered drugs that we had to take, 
P 3 rridostigmine bromide, one in particular. I took that drug as or- 
dered by the command to prevent against any type of nerve poison. 

During that time, I experienced severe side effects to that drug. 
I had twitching of the eyes. They started to run. I had excessive 
sneezing. I had a runny nose. I had drool, and I had muscle twitch- 
es, aches and pains and problems with my urine and bowels. 

After three days I went and I told them, “1 am not taking this 
drug anymore,” to my platoon sergeant. He said, “It is mandatory. 
You need to take it.” 

After that I went to the doctor in charge of our NBC, and I said, 
“1 am having problems with this drug,” and she said, “Show me the 
side effects to it.” One hour after I took that drug, I went to him, 
and I showed him these conditions. He ordered me to continue tak- 
ing it and just prove that these drugs were working on my muscle 
and doing what they were supposed to be doing. 

During that deployment into Iraq, we came into a heavy hit artil- 
lery area. There was exploded ordnances all around us. The con- 
voys were heavy. We sat there where APC carriers, tanks, and 
cheirred Iraqi bodies were scattered all over the highway. I was 
concerned because this is not my first combat situation where I 
have seen, but what bothered me was the charred bodies. I have 
never seen this before in 14 years of my milita^ service, but we 
were in there with unprotective measures. We did not have a pro- 
tective mask on, gloves or anything, and we sat in that area for 
over one hour. 

We deployed two miles down the road and sat up our hospital 
and supported the front line troops, 24th Infantry Division. We had 
over 100-some patients at that time. We saw POWs who com- 
plained of gastroenteritis problems. We catheterized them. We re- 
ceived over 2,000 cc’s of urine. We had American soldiers that were 
also ill. 

During that time, we started noticing the black oil was on our 
skin and different problems that we were having, and we were told 
it was just due to the environment. During my deployment there 
in the beginning I started having urinary frequencies. They told me 
this was related to the environment. I was drinking too much 
water. I also had black, tarry stools, and they told me that if it con- 
tinues to let them know. 

When I came back — I am sorry — prior to being over there, I did 
injure my back on a sandbag detail, four days of building bunkers 
and doing sandbag details. I was medicated with Motrin, flexural 
and naprosyn. I also had a middle ear infection that put me in the 
hospital for a week. 

^^en I came back, my problems continued, and I tried to see 
help for my urinary incontinence and bladder. I went to military 
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doctors, and it was just said it was related to my back injury. So 
they tried to work me up for my back. 

My back indicated was not causing my bladder problems. I could 
not control my urine. I could not control my bowels. This is the 
treatment that I received through the military. I have to catheter- 
ize myself five times a day to urinate because I cannot go on my 
own, and if I do, it is usually incontinent. I wear sanitary products 
every day because I have bladder loss and diarrhea, with chronic 
episodes of constipation. 

I have lost my rectal sphincter muscles. They tested me, and the 
military found I have lost my rectal sphincter muscles. I also have 
a grossly distended bladder that holds 1,000 cc’s of urine and 250 
cc’s of residual urine. 

So after those findings, they found me unfit for active duty and 
decided the best thing they could do for me was to medically board 
me out. They offered me a 20 percent temporary retirement and 
severance pay. I was getting worse. I was getting sicker, and I re- 
fused to accept this. I appealed that board. 

I went and I asked for more help. They sent me to a psychiatrist 
in the military to see if this was stress or a psychosomatic disorder. 
I went through two weeks of psychological tests that proved that 
I have a very high IQ of 129. Unfortunately I am not functioning 
at that level an 3 nnore. They told me that it is not psychosomatic. 
It is not stress related. It is probably something related to the envi- 
ronment, and I should be seen by an environmental health officer 
or pharmacist in relation to the drugs I took. 

That fell on deaf ears. I found a civilian doctor who was an inter- 
nal medicine, environmental toxicology doctor. I went to him. He 
worked me up. He did a study. His findings include 
neuropsychological tests, involved impairment of psychosomatic 
speed, visual and symbol learning and visual organization. Motor 
coordination deficits was significant, and tendency to fatigue. Me- 
dian nerve sotosensory evoke responses, negative response. The 
ulna nerve are also negative responses. Dermatomes are negative. 
I have three antibodies that are attacking my immune system. One 
is an anti-smooth muscle antibody. The other one is an anti- 
microsomal antibody, and one is CIQ immune complex. These are 
highly elevated. I also have volume urines of 2,300 cc’s of urine. 

He says this data support my previous report that indicates that 
you have neurological abnormalities that relate to your multiple 
complaints. The sotosensory results are consistent with the tha- 
lamic dysfunction as demonstrated on the brain SPECT scan. 
These results also indicate that some type of immune system per- 
turbation is present. However, it does not fit any specific disease 
pattern at this time. 

I have the chronic joint pains just like my fellow soldiers. I have 
ten other letters that people have written me and have mailed to 
me, and there are two other soldiers here in the audience that have 
contacted me that are having other problems. 

I was told that 70 percent disability to get out. Accept those find- 
ings from the DAV, disability; said that is a good finding. So accept 
that. Get out. Go to the VA. See if you can get more disability, and 
then go on social security. 
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I do not believe in that. I know I cannot perform my duties as 
a nurse anymore, but I do not believe in milking the system like 
that. None of us soldiers care to be ill. We want answers so that 
we can get better. 

My Mends are going to the VA and other Congressmen. Mr. 
Buyer and other Con^essmen have stated they are going right 
now. She applied for her disability in Sratember, has not heard 
anything. Her next appointments are October, November and 
December. 

So if I get out and go to the VA, how long is it going to take them 
to help me? I sought the help of a civilian doctor with good inten- 
tions, with my husband’s insurance company. I got a Tetter from 
them saying that they will not pay for mese tests that were con- 
ducted by a civilian doctor because it is combat related, tmd there 
is a war clause. 

A lot of my other Mends are also having problems with their in- 
surance, that they cannot get any help. Two babies were bom with 
birth defects as soon as their husbands have come back after the 
war. They cannot ^et out of the service because no insurance com- 
pwv will cover their babies. 

This is a m^or concern. I have done a lot of research in the prob- 
lems. I am continuing to look for answers. I have met with Con- 
gressman Kennedy, and he showed a ^preat interest in a lot of our 

f >roblems, and so did Congressman Tejeda, and I ask all of you to 
ook into this and realize that these are not psychosomatic or 
stress. Our stress comes from our physical ailments that are caus- 
ingour stress, not stress causing our diseases. 

Thank you very much for inviting me here. 

[The prepared statement of Ms. ftcou appears on p. 177.] 

Mr. Evans. Thank you. 

Mr. Hollingsworth. 

STATEMENT OF KIMO S. HOLLINGSWORTH 

Mr. Hollingsworth. Mr. Chairman, members of the committee, 
guests, I want to thank you for the opportunity to testify today on 
behalf of all veterans. 

Before I begin with my written testimony, I would just like to 
back up here and let the committee know mat I am not a malin- 
gerer and never have been. I have been an overachiever for 29 
years, and hopefully in the future I will continue to do so. 

Just to ipve you a brief background, I put myself through the 
Pennsylveuiia State University. I enlisted in the U.S. Marine Corps 
Reserves in 1983. I was accepted in the Officer Candidate School. 
In 1985, when I went through Officer Candidate School, I grad- 
uated in the top ten percent of my class there. 

I was commissioned on active duty in May of 1988 at the basic 
school in Quantico, VA. I finished in the top of my class there. I 
also received a physical fitness award for the highest physical fit- 
ness person. 

At Fort SiU at the artillery school I graduated in the top ten per- 
cent of my class. While on active duty I was repeatedly put in posi- 
tions over lieutenants who were more senior than myself. I was 
promoted a year earlier than the rest of my peer group to the rai^ 
of captain. 
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In December of 1991, I was offered a regular commission into the 
U.S. Marine Corps from the Reserves, which I declined, and I will 
have you know that that board is probably one of the most strin- 
gent in the Marine Corps and one of the toughest. 

With that said, I will begin my testimony. 

I was deployed to the Persian Gulf twice. The first time, actually 
both times, I was presently on active duty at that time. My first 
deployment started in January 1 of 1991 and ended in mid-May of 
1991. I served with 3rd Battalion, 10th Marines, with 2nd Marine 
Division. We landed into Saudi Arabia and immediately moved 
north into Kuwait. 

I participated in the invasion of Kuwait, and, gentlemen, I was 
on the fi-ont lines. I was subject to the inoculations and the chemi- 
cals that were taken by many soldiers. While we were there, I will 
tell you that conditions were very unhealthy. There were dead car- 
casses and dead bodies lying around. The oil well smoke was so 
thick at times that at ten o’clock in the morning you could put your 
hand in front of your face, and you would not be able to see it. 

I want to point out at this time prior to my deployment there and 
after I was physically healthy. My job during Desert Storm was 
that of an artillery platoon commander. As such, I was responsible 
for a hell of a lot of gear and a hell of a lot of Marines. 

Upon return from the Gulf, I was assigned as the executive offi- 
cer for Hotel 312, which was going to be forward deployed to the 
Persian Gulf in continuation of Desert Storm. There I served with 
the 22nd Marine Expedition Air Unit. Prior to and during this de- 
ployment, I was also in excellent physical condition. 

Prior to that deployment, I had taken a physical fitness test and 
had scored a first class PFT. 

Our highlights of the deployment there were some amphibious 
landings into Kuwait, Saudi Arabia and Oman. We also had port 
visits in Israel and Egypt. 

Upon return from the Persian Gulf, I was getting prepared to be 
discharged from active duty. I went through my release from active 
duty physical. The doctors there found me to be extremely healthy. 
At that time I had no symptoms whatsoever or none that I was 
aware of. 

Upon release from active duty, I accepted a position with a major 
Wall Street brokerage firm as a financial consultant. In November 
of 1991, late November, I came down with the flu. Two weeks later, 
or shortly thereafter, my symptoms and my troubles began. My 
symptoms included migraine headaches, severe muscle and joint 
aches, so severe that there were times I could not pull myself out 
of bed in the morning; constant fatigue. There were times that I 
would walk my dog and walk to the top of a small hill, and I would 
be tired and out of breath and sometimes dizzy. 

Pain in my center chest that would not go away; coughing up of 
dark sputum, so dark green that it was on the verge of being black 
and so thick that you could cut it with a knife; frequent urination. 
In the evenings I would have to get up out of bed three to four 
times a night to urinate. 

Periodic blurred vision, and downright plain lack of motivation. 
Gentlemen, I did not care about my life or my career at that point. 
My medical conditions got so bad that I decided to seek treatment 
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from a doctor in the local area. He could not diagnose me and sug- 
gested I go through the VA. 

At that time I had heard of a contact through the American Le- 
gion, who told me of the Persian Gulf registry and of Dr. Edward 
Hyman in New Orleans. I went to the Persian Gulf registry and 
was given a complete physical. They indicated to me that I was 100 
percent perfectly healthy. The doctor there told me that the 
coughing, the sputum and the pain in my chest was normal in 
some persons. 

At the end of my visit I was asked to see a social worker. She 
indicated to me that some veterans have experienced post-trau- 
matic syndrome, and that could be a possible reason for my ail- 
ments. At that time I decided to take matters into my own hands, 
and I sought treatment through Dr. Hyman down in New Orleans. 

While there I spent 12 days on intensive antibiotics. Gentlemen, 
my visit ended almost two weeks ago. I will tell you right now that 
I have felt better than I have felt in six months. The pain in my 
center chest has since disappeared. My coughing of sputum has 
ceased. My migraine headaches are gone, although I still tire eas- 
ily. My mental and physical health is much better. I have recently 
started working out again on a regular basis. 

On behalf of all veterans, I can only say, gentlemen, that I 
strongly suggest the committee take into consideration what Dr. 
Hyman has to offer in the treatment that he is offering. I am not 
saying that it may be the answer, but it is a solution, I think, or 
a possible solution that thus far has been ignored. 

I can only say, gentlemen, that when I was in the Gulf I did my 
job. I now only ask that the Department of Veterans Affairs do 
theirs. 

[The prepared statement of Mr. Hollingsworth appears on p. 
183.] 

Mr. Evans. Thank you very much. 

First of all, I want to thank all of you for your service to our 
country and let you know that your service to this coimtry contin- 
ues today in coming forward and giving this very moving testi- 
mony, but as a member of this committee for almost 11 years, it 
sounds in Yogi Berra’s words like deja vu all over again, and I hope 
we can avoid what happened to Vietnam veterans. As I indicated 
in my opening statement, that is why it is so very important for 
you to come forward today, and that is why we appreciate your 
testimony. 

We would like to ask you some questions. First of all, did each 
and every one of you receive a physical examination at the time 
you entered into active duty and the time that you separated from 
active duty? 

Mr. Hollingsworth. Yes, sir. 

Mr. Lane. With 24, they wanted to process us out as quick as 
they could. So ours was more or less a paper formality. We did not 
actually go through a physical examination on exit from the active. 

Mr. Evans. Carol, you are still on active duty? 

Ms. Picou. Right, but when we were redeployed back, we went 
for a physical which consisted of blood pressure, temperature, just 
vital signs, and the doctor asked us if we were having any prob- 
lems. At that time I told him my problems. I lose my voice. I get 
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hoarse. He did a throat culture, gave me some Chloroseptics, and 
I told him I had one nightmare since I was back, and it was be- 
cause wild dogs had chased us in Saudi, and I guess that night I 
was at home my first night back a dog barked in the neighborhood, 
and my husband said I woke up yelling to run because we were 
chased, and I have never had nightmares since. 

But the physical we received was not adequate. 

Mr. Evans. All of you were in good to excellent health prior to 
your service in the Persian Gulf War? 

Ms. PiCOU. I was diagnosed with low back pain since 1989, but 
it never prevented me from being deployed in Germany, Africa or 
all over, and I was fit for active duty prior to my deployment going 
to Saudi. 

Mr. Evans. Same with the others? 

Mr. Hollingsworth. Yes, sir. 

Mr. Lane. Yes, sir. 

Mr. Evans. You obviously know about the regist^ at this point 
that the VA has started. Have you participated in that at this 
point? 

Mr. Lane. Yes, sir. 

Mr. Hollingsworth. Yes, sir. 

Mr. Evans. How many Persian Gulf veterans actually know 
about this registry, and do many use it, based on your own per- 
sonal experiences with fellow colleagues? Carol? 

Ms. PiCOU. Sir, in San Antonio we have 370 registered there, and 
60 are from the San Antonio area. Friends have been calling me 
and ask what to do, and I refer them to the VA. I also help with 
the VA with the support group over there in San Antonio, and I 
have helped them gather information on soldiers’ epidemiology 
studies and things like that. 

Unfortunately now we had a big Desert Storm support meeting 
last month in May, and I recommended some of the active duty 
people come, and unfortunately they requested that the active duty 
people do not come anymore. 

Mr. Evans. How many of those have actually been referred to 
one of the three referral centers? Do you know right offhand, 
Carol? 

Ms. PiCOU. As of right now I know of the eight people that I have 
been dealing with, one has been referred to the referral center. I 
called the referral center in Houston myself, and I was told I can- 
not come there because I am on active duty. 

Mr. Evans. So you have gone through the registry though? 

Ms. PiCOU. Yes, I am on the registry, but they told us no longer 
active duty will be able to register. 

Mr. Evans. Let me ask all of you if you have gone through the 
registry; did the VA physicians conducting these exams for the 
health registry pay close attention to the problems that you have 
been tal&ng about in your testimony, such as occupational 
exposure, sand flea bites, chemical or biological agents, contami- 
nated food or drink, or other environmental agents which some be- 
lieve are responsible for the health care problems that you have re- 
ported? Did they pay specific attention to these environmental and 
other problems that you have identified in these examinations? 
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Mr. Hollingsworth. Sir, with my experience I have to say, yes, 
they did. He did take that into consideration, and he asked that. 
He asked questions about that very seriously. 

Mr. Lane. The only problem I had was I took notes in note pads 
throughout my experience, and while I was sitting there talking to 
him about the registry and he was taking notes, he would ask me 
a question. I would say, “Sir, you know, my memory being bad, ex- 
periencing the memory problems.” I would refer back to my notes 
constantly. At the end he said, “I see no problem with your mem- 
ory,” and wrote that down. 

Ms. PiCOU. I was not able to get the physical because I am active 
duty, but once I am discharged, they told me I could come for the 
physical, but my friends that were in the same unit, there are eight 
of them that are going over there. They told them about the oil well 
smoke and they were told that that did not exist at that time. The 
report that they had was from a GAO report on Kuwait. They did 
testing in May, June and July, and people living in Houston, Cali- 
fornia, Philadelphia have a greater chance of chemical poison than 
the Gulf War veterans did. 

They also have one female doctor there that discredits everything 
that they have to say. So they no longer use her. They have an- 
other doctor that people are going to that they are pleased with 
now because he is not telling them this does not exist or not relat- 
ed to their problems. 

As far as the chemical reactions, as far as all of these problems 
with the pyridostigmine and all these other drugs, chemicals, the 
oil wells, they have not touched on that. Basically they are doing 
CVCs, barium enema studies, and chest x rays. 

Mr. Evans. One last question as my time is about to expire, and 
I will yield to the other members. 

Are you also, all of you, dealing with people who are either in 
your units or that you know that have been discharged or soon are 
going to be discharged because of medical conditions and have not 
yet received help? 

Ms. Picou. Sir, I have five active duty soldiers that are being dis- 
charged from the service with etiology unknown, but severance 
pays of ten or 20 percent disability. The other soldiers that took the 
downsizing out because of the cuts and the downsizing are now try- 
ing to go through the VA for compensation. 

Mr. Evans. Mr. Lane. 

Mr. Lane. With us originally some of the guys were turned loose 
aind brought back, but recently what has happened is they have 
pulled up files on these people previous to the war saying that you 
had this condition, and you are no longer fit to be in the service. 
We have guys that have 19 years. All they lack is one year to re- 
tire. Some have 18 years, two more years to retire. Well, if they 
had that condition and they let them go to war, then why are they 
kicking them out now? 

Mr. Evans. You have about 735 members of your unit. In your 
testimony you indicated that there are 100 that have reported 
health problems. 

Mr. Lane. Probably around 100. I do not know for a fact. The 
last time I talked to one of the corpsmen, but it has been a little 
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while since I have talked to him, it was around 100 were experienc- 
ing those problems. 

Some people are experiencing problems and are not really aware 
of what is going on, you know. Until they degrade to a point, you 
know, but once they degrade to a point where it is really affecting 
them bad, then they start noticing a lot of things. 

Mr. Evans. Mr. Hollingsworth. 

Mr. Hollingsworth. Sir, my roommate who served in the Gulf 
currently lives in North Carolina. He has reported some symptoms 
to me. He has not sought help from the registry yet. Currently he 
is going through a denial phase. 

I will tell you, Mr. Chairman, that when my s 5 nnptoms first ap- 
peared I also went through a denial phase. I will also tell you that 
other members of active duty I have served with thus far have not 
come forth. 

I just want to emphasize here the fact that coming forth on ac- 
tive duty, especially in the Marine Corps, is a sign of weakness, 
and as stupid as that may seem, that train of thought still exists. 

Mr. Evans. I understand that as a former Marine, and you obvi- 
ously are not a “sick bay commando,” as we say. You are there be- 
cause you need the help, and we appreciate that very much. 

I want to thank you, and I yield now to the gentleman from Ala- 
bama, Mr. Bachus. 

Mr. Bachus. Thank you, Mr. Chairman. 

Mr. Lane, I want to ask you a few questions first. What job did 
you do in Saudi Arabia? 

Mr. Lane. I stated out in S-2, which is intelligence and training 
department. I worked that up till February 15. At that time I went 
operational, and I was project chief from there on out until we left 
April 26. 

Mr. Bachus. All right. I have read Ms. Picou’s testimony. 

Ms. Picou. Correct. 

Mr. Bachus. Were you ever in an area where you had these NBC 
alarms? 

Mr. Lane. Yes, sir. The first SCUD that came in country ex- 
ploded a mile and a half north of our camp, about 550 yards up 
in the air. At that time we did go full gear, and on a few other oc- 
casions. 

Mr. Bachus. What was your medical history before you went to 
Saudi Arabia? 

Mr. Lane. I was in excellent health. As I mentioned at the first 
of my testimony, I ran the Marine Corps Marathon twice. I was a 
runner in college. I ran cross-country for the college I went to, and 
I continued to run after that, up until the point of being deployed. 
Since then I have not. 

Mr. Bachus. Would you describe your treatment that Dr. Hyman 
gave you? How long were you there? Were you hospitalized? 

Mr. Lane. Yes, sir. I was hospitalized for 12 days. He fed me 
intervenously with special IVs of certain types of antibodies. 

Mr. Bachus. Have you had any of the bumps that you described 
since your treatment? 

Mr. Lane. When I was in Camp LeJune, I used to take eight 
pills a day. So I took what you can normally get from a pharmacist. 
I had about ten days’ supply when I left to go. I ran out. I went 
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to the Navy doctor on base. Because I am a reservist, he said, “I 
do not have the funds to take care of you.” 

The bumps did come back. The fatigue came back a little bit. 

Mr. Backus. This was subsequent to your treatment by Dr. 
H3rman? 

Mr. Lane. Right, but I got back. I talked to Dr. Hyman. He took 
a urine specimen. It did show up in my urine. He prescribed some 
other medication along with what I had, and it went away. 

Mr. Backus. Do you know what these pills are that you are tak- 
ing? 

Mr. Lane. The diflucin — well, I really do not want to get into 
that because I am not a doctor, but I think you can talk to Dr. 
Hyman and get that information. 

Mr. Backus. The pills he prescribed since your bumps came 
back, are they the same medication as he prescribed prior to that? 

Mr. Lane. It was the diflucin that took the bumps and took them 
away, yes. 

Mr. Backus. When they occurred this last time, how many were 
there? Where were they on your body? 

Mr. Lane. Most of them were centralized in my chest area and 
on my arms. 

Mr. Backus. How many bumps? 

Mr. Lane. A lot of them. Over 100. 

Mr. Backus. Was it like measles or chicken pox? 

Mr. Lane. It was over 100. There were several of them. 

Mr. Backus. What did it look like? What was the appearance of 
them? Did it look like acne? 

Mr. Lane. It is kind of like a red bump, kind of like acne. 

Mr. Backus. Or chigger bite or mosquito bite or not like that? 

Mr. Lane. About the size of a pin head or a little bit larger than 
a pin head. 

Mr. Backus. Have you had the hip pain since your treatment in 
New Orleans? 

Mr. Lane. No, sir. It lasted two weeks after I got out, and from 
that point on I have not had any more hip problems at all. He said 
the inflammation would have to leave my body for it to quit hurt- 
ing, Euid it did. 

Mr. Backus. Have you had any shakes or tremors since being 
treated? 

Mr. Lane. No, sir. 

Mr. Backus. How about diarrhea? 

Mr. Lane. Not to amount to anything. 

Mr. Backus. Okay. 

Mr. Lane. It is more associated with the medicine. The medicine 
I am taking would, but not like before. Before it is hard to describe, 
but you would go within five minutes of each other, and you had 
to be next to the bathroom or you are out of luck. 

Mr. Backus. Okay. 

Mr. Lane. It is a different kind of diarrhea than a person could 
ever imagine. 

Mr. Backus. Now, the shakes and the tremors you had, was a 
disorientation associated with those or was that at the same time? 

Mr. Lane. I really did not make the association there. I was hav- 
ing them all during the same time period. The interesting thing 
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about it, even leaving a room to go do something else, you would 
forget. Just as soon as you would walk through the door, you would 
forget what you were going to get, and you look at that room and 
you say, “Why in the world am I even standing in this room to 
begin with?” 

Mr. Bachus. You never had that problem prior? 

Mr. Lane. No, sir, not to that extreme. This happened con- 
stantly, all the time. 

Mr. Bachus. You are not having that symptom since you were 
treated? 

Mr. Lane, No, sir. 

Mr. Bachus. Carol, can I call you Carol? 

Ms. PiCOU. Yes, sir. 

Mr. Bachus. When you suffered these two asthma attacks 

Ms. PiCOU. Yes, sir. 

Mr. Bachus (continuing). Were you given proventil or ventolin? 

Ms. PiCOU. Yes, sir. I went back to my tent. It was Christmas, 
Christmas Eve, Christmas night. I went back to my tent, and I laid 
down, and as I was laying down, it felt like a real heavy type pillow 
was coming over me. It was real heavy over my chest, and I had 
a hard time breathing. So I reached over, and I grabbed the 
Benadryl, and I took a Benadryl, and I could not get any better. 
So I found someone to help me to our emergency room through the 
hospital, and they treated me with proventil, and I carried 
proventil with me, and just had it as an asthmatic attack. 

Mr. Bachus. This is a little breathing aide? 

Ms. PiCOU. Right, it is a little inhaler. 

Mr. Bachus. And do you get immediate relief from that? 

Ms. PiCOU. I was there for about two hours. They would monitor 
my blood pressure and everything. My blood pressure was ex- 
tremely elevated. Then it was bottoming out on me, and I felt like 
I was going to pass out. 

Mr. Bachus. Do you still have the bronchial attacks? 

Ms. PiCOU. No, sir. Every now and then I will get a sharp pain 
in my chest that will force me to sit down, but I do not have the 
upper respiratory problems. 

Mr. Bachus. Had you ever had an asthma attack prior to being 
in Saudi? 

Ms. Picou. No, sir. I did. Well, I cannot call it an asthma attack. 
I was in Africa, and I got bitten by a bee or a bug or something. 
They do not know what it is, and I developed a rash, and I had 
an anaphylaxis reaction to that. 

Mr. Bachus. All right, but other than that? 

Ms. Picou. Never asthmatic. 

Mr. Bachus. You did not have childhood asthma? 

Ms. Picou. No, sir. 

Mr. Bachus. Or bronchitis? 

Ms. Picou. I had pneumonia as a child, as a baby, and that is 
it. 

Mr. Bachus. All right. This pyridostigmine. 

Ms. Picou. Pyridostigmine bromide, sir. 

Mr. Bachus. Did any of you all ever take that? 

Mr. Hollingsworth. What is that? 

Ms. Picou. It is an anti-nerve agent. It is a little white pill. 
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Mr. Hollingsworth. Sir, I was taking some drugs over there, 
some antibodies that were supposed to be for nerve or biological 
warfare. I really do not know what they were. I just took them. 

Mr. Lane. The white nerve pill, yes, sir. We took that. 

Mr. Bachus. So you did take that? 

Mr. Lane. Yes, sir. 

Mr. Bachus. How about the two vaccines, anthrax vaccine and 
botulism vaccine? Did you both take that? 

Mr. Hollingsworth. Yes, sir. To the best of my knowledge, yes, 
sir. 

Mr. Bachus. She had an extreme reaction when she took the an- 
thrax vaccine? 

Ms. PiCOU. I had a typical swelling of the arm, but it was the 
pyridostigmine that caused my reaction. 

Mr. Bachus. Did you all have a reaction at any time to any 
medication or vaccine? 

Mr. Hollingsworth. No, sir. 

Mr. Lane. No, sir. 

Mr. Bachus. Carol, how many were in your unit in Saudi Ara- 
bia? 

Ms. PiCOU. We deployed at 300. They were mad e up of our 41st 
Combat Support Hall, along with what we call PROFETS pe^le, the 
professional fillers that were sent with us from VAMFS, say, 
nurses, doctors, x ray technicians emd other people to make up a 
unit of 300. 

Mr. Bachus. Do you know how many are suffering from condi- 
tions? 

Ms. PiCOU. Yes. The people that want to come forward, I have 
eight people that are active, that I am talking with that have come 
forward, a total of 20 that I have been able to talk to that will not 
come forward. A lot of them have 17, 18 years of service in, and 
we even have doctors that have 20 years of service in. When they 
saw what happened to my career, and they feel that if they come 
forward and do the complaining of their case histories, they would 
be put out also. 

Mr. Bachus. Is that the list at the end of your testimony? 

Ms. PiCOU. These are other soldiers that wrote me written testi- 
monies. I would not put the other soldiers’ information in there 
without their written consent. 

Mr. Bachus. Are they from your imit? 

Ms. PiCOU. There are two of them in there that are active in my 
vmit, and others are in the San Antonio area, and two soldiers are 
here from Fort Meade. 

Mr. Bachus. But now there are only two of the names from your 
unit? 

Ms. PiCOU. That would give me their information to release it. 

Mr. Bachus. Okay. Dr. Callender, is it? 

Ms. PiCOU. Callender. 

Mr. Bachus. Callender? 

Ms. PiCOU. Yes, sir. 

Mr. Bachus. What is his explanation? 

Ms. PiCOU. Really he does not have one. He is sm environmental 
toxicology, internal medicine doctor, the same as the doctor that 
was selected for the blue ribbon panel, Claudia Miller. He is in the 
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same line of work that she does. He feels that it is probably a com- 
bination of effects. He cannot pinpoint it. He has made no diag- 
nosis, except what he has found from the test results. 

Mr. Bachus. Have you had any successful treatment? 

Ms. Picou. I catheterize myself. That is the only way I can pre- 
vent myself from urinating on myself As far as treatment, I was 
prescribed to take antevert because of the dizziness that I experi- 
enced and for the middle ear disorder that I have, and that has 
been helping me with a lot of my dizziness and imbalance 
problems. 

He prescribed those, and when I came back to the military doc- 
tors to try to get them through our system, he wrote them up poor- 
ly. They were not on accurate paper work. So they could not fill 
them, but then I went to a medical doctor at Fort Sam, and he 
wrote the prescription for antevert. 

He also prescribed lasix that I requested him to do because I fill 
up with water real bad in my legs and my hands, and he was reluc- 
tant to give me that, he gave me a prescription for one a week for 
a month. 1 have not gone back yet. 

Mr. Bachus. I have one follow-up question. 

Mr. Evans. We could come back or if you want just one last ques- 
tion. 

Mr. Bachus. Just one more, and let me ask the three of you. 
Have you all had shortness of breath? 

Mr. Hollingsworth. Yes, sir, I have. 

Mr. Bachus. All right. Have you all had the diarrhea? 

Mr. Hollingsworth. No, sir, I have not had diarrhea. 

Mr. Evans. The witnesses should actually respond yes or no in- 
stead of just by shaking their head, which we all see, but our tran- 
script needs that. 

Mr. Bachus. How about the bumps? Have any of you other than 
Mr. Lane? 

Ms. Picou. Sir, mine have been diamosed as a mysterious rash. 

Mr. Bachus. But you have all three had the rash? 

Ms. Picou. Correct. 

Mr. Evans. I need you to actually respond to that. 

Mr. Bachus. Okay. Yes, yes, and yes? 

Ms. Picou. Yes. 

Mr. Lane. Yes, I am sorry. 

Mr. Hollingsworth. Yes, sir. 

Mr. Bachus. All right. How about the soreness in your joints? 
Yes? 

Mr. Lane. Yes, sir. 

Mr. Hollingsworth. Definitely. 

Ms. Picou. Yes, sir. 

Mr. Bachus. And how about disorientation? 

Mr. Lane. Yes, sir. 

Ms. Picou. Yes, sir. 

Mr. Hollingsworth. No, sir. 

Mr. Bachus. The two of you? 

Ms. Picou. Yes, sir. 

Mr. Bachus. How about the night sweats? 

Mr. Lane. Yes, sir. 

Ms. Picou. Yes, sir. 
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Mr. Hollingsworth. Yes, sir. 

Mr. Backus. And the tremors or the shakes during the day? 

Mr. Lane. Yes, sir. 

Ms. PiCOU. No, sir. 

Mr. Hollingsworth. No, sir. 

Mr. Backus. All right, and how about asthma attacks or bron- 
chial attacks? 

Mr. Hollingsworth. No, sir. 

Mr. Lane. No, sir. 

Ms. PiCOU. Twice, only twice, sir. 

Mr. Backus. Only twice, and let me see. There was one more. 
What other symptoms? Soreness in the hips and joints, have you 
all had that? 

Mr. Lane. Yes, sir. 

Ms. PiCOU. I do not know about the other soldiers. Many of us 
have grayed. When we were over there in December, I wrote my 
diary, “Where is this gray hair coming from?” I have the hair loss 
also. 

Mr. Hollingsworth. I also have post-nasal drip. However, I 
have bad sinuses. So I discarded that. 

Mr. Bachus. All right. Thank you. 

Mr. Evans. Thank you. 

The gentleman from Washington State. 

Mr. Kreidler. Mr. Lane, perhaps you can enlighten me, if you 
happen to know, if there has been any identification of the particu- 
lar bacteria that has been involved with this infection? 

Mr. Lane. I believe Dr. Hjmian has identified it as streptococcus 
veridans. 

Mr. Kreidler. Okay. Do any of the other panelists know if there 
has been any identification of a particular organism? 

Mr. Hollingsworth. Yes, sir. Dr. Hyman has also diagnosed me 
as having a streptococcus. 

Mr. Kreidler. I am also interested in the documentation that 
might have taken place, or the lack thereof, on the part of the ac- 
tive duty military at the time of administration of drugs or other 
types of therapies. Is there a feeling that there was not documenta- 
tion done that is part of the records or that these records were mis- 
laid and not properly collected? 

Can somebody respond to that? 

Ms. PiCOU. Sir, my records have disappeared from Saudi Arabia 
for the complaints of my illnesses, and the fact that I reported the 
symptoms of p3Tidostigmine. None of that is available in my 
records. 

Mr. Hollingsworth. Sir, I know I have had some documenta- 
tion, i.e., exposure to the oil well fires. For my shot records, I can- 
not fully answer that at this time. 

Mr. Kreidler. Since I was involved state-side in processing 
troops going over £ind coming back, I know that there were a num- 
ber of times where records were not present both for troops that 
were going over because of the rush, in order for the deplo)Tnent, 
and also on the return, but it appeared to me that there were al- 
ways records. My concern was whether they ever got put together 
at some point or whether there was a real attempt to put these 
records back together. 
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But it was not my belief that there was any attempt to delib- 
erately keep information from being part of an individual’s medical 
file. Is there any suspicion on your part that there was any delib- 
erate attempt not to collect this information? 

Mr. Hollingsworth. No, sir. 

Mr. Kreidler. So it might have happened more because of the 
nature of the deployment and when soldiers were being processed 
back from the theater and so forth, that there might not have been 
proper documentation and follow up; is that correct? 

Ms. Picou. That is right, and our unit did not take their medical 
records with them for fear that they may get lost over there. So 
they created medical records for us as we needed it, and on my re- 
turn, the doctors that I worked for saw my symptoms developing 
over there, and they did a memory recall and annotated in my 
medical records the symptoms I was experiencing over there. 

Mr. Kreidler. Ms. Picou, you mentioned the types of treatment 
that you received over there, and Mr. Hollingsworth did also. Since 
I went through the whole shot series in preparation for deplo5mient 
even though we were not deployed to the theater, these are treat- 
ments that were xmique to the theater that took place in the thea- 
ter that you have recounted here, as opposed to ones that were part 
of the state-side vaccinations and so forth that were part of prepa- 
ration to go over? Your comments are relating to unique tj^es of 
treatment that took place in the Gulf; is that correct? 

Ms. Picou. When I reinjured my back, I was just put on bed rest 
and given Motrin and flexural, and when I came back, the physi- 
cians to my unit put me on light duty, no lifting, but I stiU was 
obligated to do my duties. 

l^en I started having the bladder problems, they just told me 
that if it continued to let them know, and then Eifter I returned out 
of Iraq, I went on sick call because my urine was Coca-cola in color, 
and I went to the 8th Evac. Hospit^, and they said they cannot 
find any bacteria or anything wrong. It must be sometUng me- 
chanical; to check it out once I return back to the United States. 

Mr. Hollingsworth. Sir, prior to that deplo3rment, I had re- 
turned firom another deployment via shipboard. We did an evacu- 
ation of Liberia and West Afi*ica. Prior to that, we received the 
standard inoculations to go overseas. Once again, we received the 
standeu-d inoculations for Desert Storm, along with there were a 
couple of others. I want to say two shots. One of them was the an- 
thrax and there was one other one that I am not exactly sure of. 

Mr. Kreidler. Well, if you cannot remember, I can tell you even 
though I am in the medical department, I could not remember all 
of the shots I got. They came too fast, and I just did not keep track 
of all of them. I cem appreciate that. 

Thank you, Mr. Chairman. 

Mr. Evans. The gentleman from Alabama, Mr. Everett. 

Mr. Everett. Thank you, Mr. Chairman. 

I am not going to ask this panel to describe a lot of detailed testi- 
mony that they have already given in the written testimony. How- 
ever, I may submit for flie record some questions later on. 

Mr. Evans. Without objection. 

Mr. Everett. Thank you. 
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I would like to talk to you, Mr. Lane, and you, Mr. Hollings- 
worth, about your association with Dr. Hyman and your feelings of 
how he may relate to VA and what they may think about him. I 
will start with you, Mr. Lane. 

Mr. Lane. I think he has got a lot of information, and I think 
if the VA will cooperate with him in the right way that they can 
take that information and run with it. 

Mr. Everett. Did you get any feeling that there is any inclina- 
tion from VA to cooperate with him? 

Mr. Lane. Well, this treatment has to be monitored so carefully 
that you cannot just take and turn everything that you have got 
over to these people, and I think that is what the VA expected, and 
you know. 

Mr. Everett. The VA discouraged you from taking treatment 
with Dr. Hyman? 

Mr. Lane. Oh, to see treatment I had reached the point where 
I was going to lose my job. I mean I am a fire fighter instructor, 
and you cannot very well teach fire fighting with a cane and hurt- 
ing as bad as I was. So I just totally went away from the VA, and 
to Dr. Hyman. 

To be frank with you, when the x ray was done on my hip, the 
results were not shown for a total week. In between that time. Dr. 
Hyman contacted me, and I said, “Hey, I have got a pain in the 
hip.” He said that is a form of arthritis forming in your hip caused 
by the bacteria that I have found in you. 

When I returned to the VA and they read my chart and say that 
is bacteria, I said, “I do not need nothing else.” I called Dr. H5unan 
and said, “What can you do for me?” He said, “I will treat you. If 
it works, fine.” 

Mr. Everett. Then Dr. H5Tnan did find that bacteria that he 
says he has isolated in your urine specimen? 

Mr. Lane. Yes, sir. 

Mr. Everett. And he thought that was the problem with your 
particular ailment? 

Mr. Lane. Yes, sir. 

Mr. Everett. Okay, but did VA specifically ask you not to pur- 
sue an avenue of treatment with Dr. Hyman? 

Mr. Lane. I did not even confer with them. I just did it on my 
own. 

Mr. Everett. Okay. Mr. Hollingsworth, some of the same ques- 
tions to you, please. 

Mr. Hollingsworth. Yes, sir. I just wanted to say that after the 
VA, I was referred to Dr. Hyman by contacting the American Le- 
gion. You have to understand that I contacted a doctor who I knew 
nothing about, sent him a urine sample, and he came back and told 
me I had a bacteria. 

The first thing that goes through your mind obviously is this guy 
is trying to take me for a quick buck or who knows? So I was very 
skeptical at first. I was faced with a situation where the VA did 
not know what I had at least from the registry, and Dr. Hyman 
said he was isolating something. 

My health was deteriorating such that I chose affirmative action 
to take care of my problems. I entrusted my care to Dr. Hyman, 
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and, lo and behold, after 12 days of intensive euitibiotics, I feel 
better. 

I will state that while I was there, he was very informative. He 
took me into his lab, emd he showed me under the microscope the 
streptococci that were forming, and I am not a medical doctor, but 
I know enough about medicine and bacteria to plainly see imder a 
microscope that there was, indeed, something forming within my 
urine. 

Mr. Everett. And you say you have finished this treatment 
now? 

Mr. Hollingsworth. No, sir. I am still taking medication. The 
thing you need to understand here is that Dr. Hyman at this point 
is not c laiming a cure. He has been working with people, and he 
has indicated to me that I may be on some medication for some pe- 
riod of time, until this thing disappears to his liking. 

I will tell you as such that I do feel there is a night and day dif- 
ference. 

Mr. Everett. And do you know how many people that Dr. 
Hyman has treated? I understand there are five that he has treat- 
ed successfully. 

Mr. Hollingsworth. Yes, sir. I was the fifth veteran that he has 
treated. I will tell you, and he will probably expound on this a little 
bit more, but he has seen this somewhat in the civilian world, and 
he has been studying it for some time. 

Mr. Everett. And what is the cost of this procedure to you? 

Mr. Hollingsworth. Sir, I do not know. I have not received a 
bill yet, and I can only hope for the best. 

Mr. Everett. What are your ongoing costs, your medications? 

Mr. Hollingsworth. Well, fortunately through employment I do 
have a fairly good thrift plan for medication. I will tell you thus 
far out of my own pocket I have paid in the vicinity of approxi- 
mately $500 with my initial doctor visits, with the medication that 
I am currently getting until my medicine can get to me. 

Mr. Everett. Mr. Lane, do you have any idea what your proce- 
dure has cost you? 

Mr. Lane. The total hospital bill was a little over $18,000. 

Mr. Everett. And this was in New Orleans? 

Mr. Lane. Yes, sir. I will point out Dr. Hyman has not charged 
me anything over what the insurance has paid. He has been very 
good. He has had a lot of out-of-pocket expense that he has ab- 
sorbed in this, and I am very fortunate that he took the concern 
to do this. 

Mr. Everett. And your medication costs you an average of how 
much? 

Mr. Lane. An average of around $225 per month. 

Mr. Everett. Okay. I want to thank all of the panel. Thank you, 
Mr. Chairman. I may have other questions for the record. Thank 
you. 

Mr. Evans. The gentleman from Massachusetts. 

Mr. Kennedy. Thank you very much, Mr. Chairman. 

First of all, I want to thank our witnesses very much for coming 
forward. I know it is never easy to provide testimony on your per- 
sonal health histories, and I think you are to be commended for 
showing courage by sharing this with the panel this morning. 
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I am interested in a couple of issues, but first and foremost, I 
would just like to get a sense of your feelings towards the military 
at this point. I think it is important that other veterans that served 
in the Persian Gulf feel that they can come forward without a 
sense that they are, as Mr. Hollingsworth indicated, perhaps a ma- 
lingerer or perhaps as somebody who might be suffering only from 
mental difficulties, PTSD, and other sort of, I think, indicates that 
maybe the military hierarchy would suggest is really at the root of 
some of these medical problems. 

Could you three please comment on just the atmosphere that you 
are currently in and the one that you sensed when you first started 
feeling these symptoms. 

Mr. Hollingsworth. Sir, first let me state that my attitude to- 
wards the military is I love the Marine Co^s, and like Pavlov’s 
dog, if the bugle blows, I will be there again. I will say that re- 
cently, as of the beginning of May, I just joined the Marine Corps 
Reserves because I do miss that, and I do enjoy the Marine Corps. 

My personal decision to get out was just that I did not want to 
pursue that full time. So I just want to reiterate that I love the Ma- 
rine Corps. 

With that, I will tell you once again that when you come down 
with illnesses, you go through a period of self-denial, that maybe 
you are just running yourself ragged, that maybe you are just try- 
ing to adjust from the military to civilian life, and what happens 
is your health deteriorates as such that you have no alternative to 
believe that that is not the case, that something is physically 
wrong. 

I will tell you that also the people I have been around with have 
all been very supportive, and they know the type of individual that 
I am. They all know that if I say that something is wrong with me, 
then, by God, something is wrong with me. So in regards to that 
I have not had a problem. 

Mr. Kennedy. Mr. Lane. 

Mr. Lane. I would like to say that my pride for the military, if 
an 3 d;hing, has increased. I was more than glad to go to Saudi Ara- 
bia. If a conflict arises and they need me to go, I will probably be 
right in front. That is where I want to be. 

As far as problems with the military in identifying this, it has 
been slow. Some of the guys have been treated at Bethesda or 
looked at at Bethesda. They have stayed in the hospital months on 
end and are no closer to the answer. Some of them fear coming vo- 
cally out, a couple of them, because they have been diagnosed with 
leishmaniasis, and figure that this will do something to what they 
are receiving from the military. 

One guy in particular, he told me last weekend that he cannot 
come over to Huntsville where we drill at. He has been told to stay 
away from there by the military. 

Mr. Kennedy. Carol. 

Ms. Picou. Sir, I served my country for 14 years, and I would 
like to see my retirement. I came in for patriotic reasons, and I will 
continue to serve my country. I wanted to see myself be Sergeant 
Major of the Army, and right now I do not see that happening, but 
I would still continue to serve, and I feel I am serving my country 
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right now by trying to help the other Desert Storm soldiers come 
to grips with what they are dealing with. 

Like I said, I have Mends in my unit that will not come forward 
because they have 17, 18 years in. I just talked with a recent Air 
Force sergeant. She has 18 years in, was deployed for 15 months 
in Saudi with the Stealth bombers, and they have her diagnosed 
with the mentality of 90 right now, her IQ. She has her degree, a 
Bachelor’s, and works with the Stealth bombers. They are giving 
her the run-around sa 3 nng that this is all stress related. 

As we say in the military, in our military mind we know that 
this is not stress related or combat fatigue. We do have some fa- 
tigue, but it comes from our muscle joints and pains, but we have 
been badgered. We have been put down. We have been neglected. 
Our consults, follow-ups, when they refer you to somewhere else, 
they fall on deaf ear. 

So they treat you for your symptoms. They are not looking for 
a cause. When we complain of this mysterious rash, they give you 
ointment, and that is supposed to help you. 

Mr. Kennedy. Thank you. 

Let me just come back briefly. My time is almost up. On the 
issue of Dr. Hyman, one of the concerns of the VA that I have 
heard is that he is very, very expensive. Who has paid your bills 
so far to Dr. Hyman? 

Mr. Lane. I had to go through medical insurance at work to get 
mine. 

Mr. Kennedy. How much was your bill? Do you have any idea? 

Mr. Lane. The total bill billed to the insurance was 18,000-some- 
thing. They paid 15-something. So I have incurred the rest of it 
myself. This was to the hospital. 

Mr. Kennedy. And how about you, Mr. Hollingsworth? 

Mr. Hollingsworth. As I indicated, sir, I have not received a 
bill as to date. I weuit to emphasize 

Mr. Kennedy. Do you have any idea what it might be? 

Mr. Hollingsworth. No, sir, and at this point I, frankly, do not 
care. I feel better, and that is all I care about. 

Mr. Kennedy. Well, that is another issue with regard to health 
insurance in this country. 

(Laughter.) 

Mr. Kennedy. But the fact is I think that we have to come to 
grips with the ability of the VA and the military to deal with many 
of these issues themselves. We are looking forward to Dr. Hyman’s 
testimony, as well as testimony from the doctors of the VA. 

I want to again thank the three of you for your testimony. 

Thank you, Mr. Chairman. 

Mr. Evans. Thank you. 

The gentleman from New York. 

Mr. Quinn. Thank you, Mr. Chairman, and I, too, want to thank 
all of you for coming forward today. I have a feeling and a sense 
that there are an a\»riul lot of people out there for whom you speak 
today, and while there are three of you at the table, I have a sense 
we are hearing other voices across the country. 

I know in Buffalo, NY, where I come from, we have got about 400 
people on the registry so far, and that is not a good indicator of 
what is out there. 
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Just a couple of specific questions, if I may, Mr. Chairman. 

Carol, you talked about earlier that while you were over in 
Desert Storm for the year, you were ordered to take some drugs. 
We were told to do this or they told me to do this. 

Who told you to do those things? 

Ms. Picou. Our command, ^^en you start your hospital com- 
mander and the commander of your unit, they were ordered by 
higher headquarters to administer these drugs, and they gave us 
packets, and we got information, and we had to take them. 

Mr. Quinn. Thank you. 

I am also convinced that, as you said earlier today, veterans do 
not want handouts. 

Ms. Picou. Correct. 

Mr. Quinn. At least those of you in this situation, but you need 
some answers. 

Ms. Picou. Right. 

Mr. Quinn. And regardless of cost to whom, we have got to get 
some of those answers for you. We will have some medical ques- 
tions later on with some of the other witnesses, but there are just 
two areas in which I am concerned in. I would like to ask all three 
of you this. 

In terms of the registry, what is it that we can do, that the sub- 
committee can do, that the Congress can do, that the VA can do 
to get people to come forward and to talk about this? 

Now, you are here today, and I think that is a start. I think 
when we, as a subcommittee, and the media and others, talk in the 
coming days and weeks about today’s hearing, Mr. Chairman, that 
is going to help. 

You have served with some of your colleagues. You know that 
they are not coming forward, whether it is in Buffalo, New York, 
or in Texas or in California or North or South Carolina. AYhat can 
we do to help you? What can we do to help the veterans and the 
VA work together to get people to come forward on this, to sign this 
registry and to get some help? 

Mr. Hollingsworth, would you start, please? 

Mr. Hollingsworth. Yes, sir. I would like to say I think most 
veterans do not want to come forward because they are reluctant 
basically to be labeled as those with post-traumatic stress syn- 
drome, and they do not want to go through the scrutiny of having 
to deal with that. 

Secondly, I would like to say that the word needs to get out there 
more than what it is, and 1 think the VA has done a fair job thus 
far. However, it needs to get out there more. 

I think also the problem that you deal with, like myself, is that 
you go through a period of self-denial, and until you can overcome 
that self-denial that something is really wrong with you, I do not 
think you are going to get a lot of veterans to come forth. 

Mr. Quinn. Sir, to interrupt just for a minute, I said to Steve 
earlier today that I think every person goes through some self-de- 
nial whenever they are sick. You know, if I wait a day or two, it 
is only the flu. It will go away. It is only a minor tooth ache right 
now or back pain. We’ll wait a couple of days, and that is not un- 
common for a lot of people, especially now if they are service-con- 
nected. That denial period is acute. 
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I do not disagree with either of the things that you said. What 
can we do to help vets not feel threatened to come forward? Maybe 
that is the question of the day. Maybe it is too tough to ask now. 

Mr. Lane. The only comment I have got is do some type of inter- 
view system within the unit itself. The medical board can talk to 
these ^ys and make sure they account for everybody. Let them 
show the registry to the individual, and those that are experiencing 
the symptoms fill out the paper work. 

Ms. PiCOU. Sir, at the San Antonio VA, I have gone over there, 
and they have support meetings, and I have gone to different units 
in the San Antonio area and asked them to hang them up on their 
boards throughout the hospital that soldiers can come for the 
Desert Storm support meetings. 

I have also talked to the hospital active duty commanders there 
at Fort Sam, and I have asked them to start finding one physician 
that we can refer the active duty people to. 

Mr. Quinn. And how is the response to that, Carol? 

Ms. PiCOU. So far just recently the military has decided to help 
me, and they are sending me now to — I went to nephrology, euid 
I will be going to rheumatology. So if we can establish some type 
of protocol for both the active duty to be screened and be tested and 
also for the VA. 

The biggest part with the VA is the psychological test, and I en- 
courage the soldiers to take it because if they go in there with an 
open mind and they take this and they do not go in there angry 
and they take that psychological test, they can prove that it is not 
psychological. 

Mr. Quinn. Sir. 

Mr. Hollingsworth. Sir, I would just like to add that I think 
part of the problem may lie in the fact that, particularly in my 
case, I had a delayed reaction. I felt no symptoms until well after 
the Persian Gulf crisis, and whether that is because I felt vulner- 
able, my immune system was down, I do not know, but that may 
be part of the problem. 

Mr. Quinn. I was on the phone to the Buffalo VA Hospital last 
night late in the evening in preparation for the hearing this morn- 
ing, and I make one suggestion, Mr. Chairman: there are 435 of us 
Members here. Maybe we all ought to go back and help get that 
message out to veterans who live in our towns and our cities and 
our villages, and start this week to tell them that as Members of 
Congress representing their area, their district, we want to help 
them, not just the members of this committee, but all 435 of us 
may be able to help you out, and that is a suggestion I would 
mdke. 

Thank you for those responses. Yes, sir? 

Mr. Lane. One thing I would like to mention is if we can elimi- 
nate the fear. At least some guys have 16 years, 18 years. If they 
go register, for some reason they feel like somebody is going to find 
out, and if the VA does find something wrong with me, how am I 
going to get my 20 in? 

Mr. Quinn. You know, from what we have heard today, just 
today, why shouldn’t they feel that way? 

Mr. Lane. Right. 

Mr. Quinn. It is happening, and that is not right. 
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Mr. Lane. So we need to eliminate that fear somehow. 

Mr. Quinn. Mr. Chairman, we will ask a little bit later, but one 
area that concerns me and will in these next few months is how 
this information will affect future military situations. We know 
what happened with Agent Orange. We are hearing first hand 
what happened in Desert Storm, and we read in the newspapers 
about Bosnia. What is going to happen next and what kinds of 
problems will our veterans face across the world? 

And when we hear things about issuing drugs and taking orders, 
inoculations, missing documentation, I want to be able to dialogue 
with the Secretary to make sure that some of these things are not 
going to occur in the future. 

And I thank you for your testimony and thank you for the time. 

Mr. Evans. Thank you. 

The gentleman from Tennessee. 

Mr. Clement. I know all of you have shared your testimony. Is 
your main criticism of the DOD and VA because they are looking 
at individual symptoms rather than looking at the total being? 

Mr. Hollingsworth. Sir, I would like to say that my main criti- 
cism of the VA and the DOD is that you have a doctor in New Orle- 
ans who has a possible solution. We do not know that, but he says 
he can help, and I think the point is that that is something that 
needs to be taken into consideration. It needs to be looked at as 
opposed to just discarded. 

Mr. Lane. One of the drawbacks with the VA, especially on the 
Reserve side of my guys, I get more feedback. I am the type of per- 
son I don’t ever give up, you know. I keep going until I finally find 
a solution to what is going on, but you have got a lot of guys that 
come into the VA. They do a financial study, and they say, “It is 
going to cost you money.” They are gone. They will not come back, 
and until you give them the assurance that we are not looking at 
finance; we are looking at taking care of you, then you are going 
to miss out on a lot of people. 

Mr. Clement. Carol. 

Ms. Picou. I feel it is not so much the individuals. I feel it is the 
lack of care that we are receiving, the lack of concern. When you 
have elevated or depressed blood levels and abnormal hematocrits 
and that, they just blow it off. For mine it showed a ratio of one 
to 80. When the military did it on this anti-smooth muscle, they 
said one to 40. It is nothing to worry about. 

So where do I go? What happens next? They told me just not to 
worry about these. 

So our concern with the soldiers are they send us for these ap- 
pointments. They get their findings, and they say, “We do not know 
how to help you.” 

Mr. Clement. Now, I know all of you have shared your health 
ailments and health illnesses. I know you have shared your feel- 
ings toward the military, and I know Carol mentioned about 
causes, that we really do not know what the cause is. 

Do a lot of you feel like it is a lot of different causes? Because, 
you know, all of our bodies are different. I mean we might be ex- 
posed to the same elements, but we might be impacted in a dif- 
ferent way, how it affects us. 
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Mr. Lane. Personally, it is a Third World country. Those people 
have been around the environment they are in for years and years 
and years. Their bodies have learned to adapt. We were tin-own 
into an environment that we have never experienced before. So as 
our bodies go through a process of being down physically, it opens 
us up to any bacteria or anything in that area that we would be 
exposed to. 

Ms. Picou. Sir, I feel it is a combination. I really do. I feel that 
the depleted uranium may have some effect on some soldiers that 
were in the front line. The leishmaniasis is in Iraq. I mean it is 
there. It is part of their disease. The World Health Organization 
did a report on that years ago, of the leishmaniasis that is there. 

We had the insecticide sprays, the pesticide sprays. We also have 
the radiation from the radars and from all the other type of aircraft 
that was used over there. So we cannot pinpoint it, and if you look 
at the diseases that we have, the complaints that we have, if you 
look at leishmaniasis, depleted uranium, the drugs of 
pyridostigmine, every one of our muscle aches, joints, memory 
problems, bladder problems, diarrhea problems can fall into those 
categories. 

Mr. Clement. Mr. Hollingsworth. 

Mr. Hollingsworth. Sir, I would like to say that with what I 
have seen with Dr. Hyman in his lab, I am almost convinced — I am 
convinced that he has isolated the bacteria. 

I think more importantly than seeing with my eyes though is as 
a Marine I have learned to use my gut feel, and my gut tells me 
that he is right. 

Mr. Clement. If you had your way, not only speaking for the 
three of you, but for all of the other veterans that have come home 
from the Persian Gulf and are experiencing serious problems, what 
would you like the DOD and the VA to do that they are not doing 
now? 

Mr. Hollingsworth. As I indicated, sir, I would just like them 
to pay attention to what Dr. Hyman is doing without trying to dis- 
credit him and his work. 

Mr. Lane. An example, there is a man by the name of Gene 
Trucks whose mind is deteriorating more and more as we speak. 
It would have been good if the DOD or VA could have sent him 
down there as quick as they found out that here is a doctor that 
is right on the verge of breaking this rather than sitting on their 
bottom sides letting this guy deteriorate. 

Ms. Picou. Sir, I also contacted Dr. Hyman, and I left a message 
on his answering machine when I foimd out that he was helping 
soldiers, and I never received a call back from him. However, ^e 
doctor that I am dealing with has been open minded and is willing 
to work with the DOD, with the VA. I made a point of contact. He 
went to the Randolph Air Force Base in May 18 and gave a semi- 
nar on the effects of multichemical sensitivity. 

So these doctors are willing to work with our doctors. It is just 
that they Eire trying to discredit him. Right now they are trying to 
discredit my doctor because of his financial charges. 

Mr. Clement. Now, did you call Dr. Hyman one time? 

Ms. Picou. My husbEmd called also. 

Mr. Clement. I see. 
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Ms. PiCOU. So I have not heard from him, and I do not know if 
he has the answer, but I am sure there are doctors out there who 
are trying to help soldiers, and I think with the expert of this blue 
ribbon panel that they created, if they would call these doctors, 
find out what tests are being done, and talk with them and try and 
come to a common grounds for doing tests, and the other thing I 
would like to see: prior to going to war, we all get a physical, a 
complete physical, PAP smears, everything. The men get their male 
exams and everything like that, and blood work, x rays, and we 
should have those tests repeated once we come back because in six 
months from now, a year from then, maybe they could compare the 
blood work that was done prior to going and after coming back and 
see if it is elevated or if it is decreased or any changes are happen- 
ing. 

I think those physicals need to be taken seriously prior to deploy- 
ment. 

Mr. Clement. All right. Thank you. 

Mr. Evans. The gentleman from Indiana. 

Mr. Buyer. Carol, just to respond to you immediately, you are 
absolutely right about the seriousness of the physicals. There was 
a real sense of urgency of many of the hospitals located state-side 
to get them, true? 

Ms. PiCOU. True. 

Mr. Buyer. Did all of you experience that? 

Ms. PiCOU. Correct. 

Mr. Buyer. They even asked whether or not you wanted to waive 
the physical process, to which some of them responded, “I cannot 
wait to get home to my family. Sure. Why not?” 

And I will tell you, Mr. Hollingsworth. I sat here and had goose 
bumps as I listened to you and compared myself to you, and you 
talked about the denial and Jack talked about it. There is a great 
tendency and fears of stigmatization, and especially those of our 
comrades who are still serving on active duty in all of the different 
corps, especially at a time when they are downsizing the military 
and the pressures that are placed upon them and their wish to re- 
tain their career for which they have worked. There is a great 
sense, and I do not know if there is something that we can do to 
protect from that fear because they are going to continue to stay 
in there and say no until they can get their 20 years. 

And to your immediate response. Mr. Clement brought up an ex- 
cellent point, about how all of our bodies physiologically are dif- 
ferent and how we all react differently to different environments, 
to different chemicals, different sprays. W'e are all so very, very dif- 
ferent, and we all have different reactions: delayed, some remain 
dormant, and some come later. 

Yours happened to be immediate. You know, Mr. Hollingsworth, 
both of us can say, well, we took those nerve agent pills and we 
took those anthrax shots, and we did not have any problems. Sure 
our arms were sore. They get sore after you take any kind of shots. 

You happened to have an immediate response. Now, therein lies 
part of the problem. Even if you have a lot of these physicals and 
say everybody has to take a physical, therein also lies part of the 
mental process that I am sure you went through. That is to say 
that when you come back home and you feel fine, and all of a sud- 
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den after a month you go out and you try to run. I made it about 
a mile and could not figure out why I could not even run, and then 
I went out and tried to do it again and thought, gee, I got out of 
shape pretty quick and did not pay much attention to it imtil I got 
the flu. I could not believe you said that. 

But this is a great healing process in and of itself right here, 
folks. It really is. To let other people know that the problems they 
have are real, and, as we have doctors out there who are treating 
symptoms, herein lies another one of our problems. Many of us 
have to go to private doctors for that problem, and we are ^so ap- 
proaching a new avenue of medicine of which not all is being recog- 
nized within the medical fields, that of environmental sciences and 
environmental physicians. 

So we are tapping into a new area where doctors really do not 
know enough about it, and, ma’am, you being a nurse, you under- 
stand through your training. I was a medical service corps officer, 
and even when I was on active duty as an Army lawyer and de- 
fending Army doctors for malpractice, I will tell you I knew enough 
about medicine to be dangerous. 

But I understand through their training, that is what they know, 
that in which they are trained very well, but there is a great deal 
of ignorance out there, especially about environmental contamina- 
tion of all sorts and all sources, whether it be as Representative 
Kennedy testified about the paint, or not. Some of us may not have 
been around the paint, but we were exposed to other things. 

And that is what makes this so very, very difficult. We like the 
pigeon holes in our society or those in Vietnam can say, “It was 
Agent Orange,” and pinpoint the exact cause. Here we can’t pin- 
point it to say it is the exact cause, but we do know that we were 
exposed to a wide range of contaminants within an environment, 
and we also know we are touching an area that does need to be 
explored, that of multiple chemical sensitivities because it is 
polysomatic, correct? 

Ms. Picou. Right. 

Mr. Buyer. So therein lies a responsibility of our government, 
and I look forward to the continued testimony, and I join this panel 
to salute your courage to come here and to talk about what has 
personally been affecting you because today was the first day I 
even admitted publicly about my own health problems. 

Thank you so very much. 

Mr. Evans. Thank you. 

The gentleman from Illinois. 

Mr. Gutierrez. Thank you so much, Mr. Chairman, and thank 
you for calling attention to this committee and obviously the atten- 
tion to many others to em issue that deserves deep study and deci- 
sive steps. You have worked very hard on those afflicted by Agent 
Orange, Mr. Chairman, and it will be of much use to us in this ef- 
fort, and it will serve as an example to new members of how to 
serve those who have served us so honorably. 

I must admit, however, that while I enter this hearing with an 
open mind, willing to hear all sides, I also enter this hearing with 
some feelings already set in stone. I feel fhistration and sorrow and 
anger. I feel this way because I hear about brave men and women 
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who turned away a tyrant, but who were turned down and away 
by those who were supposed to treat their wounds. 

I am alarmed that once again veterans are forced to earnestly 
prove that those wounds are real. Once again veterans are put on 
the spot to show that they were exposed to more than just the 
ghostly horrors of war. 

These men and women defended our country, and now they are 
being asked by the VA to defend their own words. We took great 
pains to insure that these men and women were healthly and able 
bodied before they entered the fight on our behalf. Unfortunately, 
someone forgot to see how healthy they were when they ceime back. 

It is unfair to ask veterans to wait much longer. We saw their 
bravery and their skill. The ground war lasted 100 hours. Soldiers 
who fought a war in 100 hours should not have to wait much 
longer for answers and solutions to their problems. 

This past Memorial Day all of the members of this committee 
and probably all of the Members of Congress had the opportunity 
to visit great monuments and simple headstones that pay tribute 
to those who have fought for us in a battle long ago. Let’s keep in 
mind that not all our heroes fought a long time ago. For some, the 
soldiers of Desert Shield and Desert Storm, the battle ended re- 
cently. Some, in fact, still wear the uniform. 

These recent heroes, today’s heroes, are heroes just the same, 
and while we justifiably build quiet monuments of stone to honor 
some wars, today we have the opportunity to honor those soldiers 
with a tribute more fitting to their particular needs. We can honor 
them by giving them hope and by giving them action. 

I do not believe that the men and women of this country suffer 
from some kind of collective psychosis or neurosis after coming 
back from the Middle East. They went there. We applauded them, 
and we should make sure that unlike Vietnam, we give them a 
proper tribute and proper treatment when they come back home to 
us, and I am here to listen a lot this morning and to learn a lot, 
and maybe we can avoid some of the mistakes we have made in 
the past. 

It is always easy and it seems that everybody is eager to call to 
war. I do not see the eagerness to take care of the men and women 
once they come back from war, and so I am here to make sure, as 
I am sure all of the members of this committee, that they are prop- 
erly treated. 

Thank you very much, Mr. Chairman. 

Mr. Evans. Thank you. 

The gentleman from Florida. 

Mr. Stearns. Thank you, Mr. Chairman. I am glad to be back 
on the Veterans’ Committee, and I appreciate your courtesy of al- 
lowing me to attend. I am not a member of this subcommittee, but 
I think what you are doing is very important. 

I would like to make part of the record to the subcommittee my 
testimony on this issue and also to bring to the committee’s atten- 
tion Hester Adcock, whose son died recently, who participated in 
the Persian Gulf War. I believe firmly it was chemical sensitivity, 
and the doctors who treated her son did not know of all the prob- 
lems. He eventually died of cancer, but he was a young man, and 
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I would like to make that part of the testimony, and then I would 
like to ask a few questions, which perhaps you may have answered. 

I would like to ask what you think our subcommittee should do. 
Do you think a civilian or military health care task force could be 
set up to not only survey all of the veterans that came back from 
the Persian Gulf, but to start to define a biological marker, an ac- 
cepted case definition for chemical sensitivity? 

I think the question is: should it be civilian or military? I will 
start with Mr. Lane. 

Mr. Lane. It is going to be hard to find out what it is that caused 
this. I mean was it environment? Was it the chemicals, and so 
forth? I mean it is going to be real hard to find that out. 

I think what we should do is take the breakthrough that Dr. 
Hyman has done, pour research into that area of studying bacteria, 
studying what is going to eradicate it out of the bodies. Once that 
is done, then the other exposures that are left behind can be treat- 
ed for. 

Mr. Stearns. So you would prefer to rely on his research and not 
have the government establish a civilian or military task force? 

Mr. Lane. What I am looking at is results. Out of the millions 
of dollars that have been spent up to this point, who can say that 
they have had the marked results that this guy has had? 

Mr. Hollingsworth. Yes, sir, 1 want to add onto that. You need 
to realize that Dr. Hyman has treated five veterans, five veterans 
who have come forth and said they are feeling better. Okay? I want 
to assure you I have no monetary compensation in this whatsoever. 
Okay? I am well. 

He is batting 1.000. Other physicians, people are just kind of 
maintaining or they are getting worsen Okay? I think that says 
something right there, that obviously Dr. Hyman is onto something 
that should be looked into, and it is that simple. 

How that goes about, that is not my job to decide, but that is 
something that needs to be looked into. The man is batting 1.000. 

Mr. Stearns. Carol. 

Ms. PiCOU. Sir, my experience on active duty is we did not have 
an environmental doctor that could see me through the active duty. 
That is why I sought the help of a civilian doctor, and only because 
my condition was getting worse, but I feel that we have some great 
doctors in our military. Unfortunately if they are not familiar with 
the disease process that we are going with, they really cannot help 
us. All they can do is refer us to somebody else. 

So my suggestion would be to if we do have environmental health 
officers in the military or someone in infectious disease, I feel a 
panel should be made up of both civilian and military doctors so 
that they can take and treat both soldiers, active duty, and the VA. 

Mr. Stearns. Do all of you think a mandatory review of health 
care records of Persian Gulf personnel should be done at this point? 

Mr. Hollingsworth. I think at this point, sir, I do not know the 
magnitude of this thing. I have a feeling it is going to get better. 
I think at this point it would probably be wise to just take it as 
those who start coming forth, to take it from there. 

There may be some people out there who were unaffected. I do 
not know, and if that is the case, you know, as veterans, it is also 
their duty to come forward when they are not feeling well. 
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Mr. Stearns. Mr. Lane, do you have anything more to add? 

Mr. Lane. I do not think we should go as far as looking at all 
of the records. Personally, I thought the record keeping of my unit 
was done very good. The documentation of the shots and so forth, 
they only did what they were told to do, and they did it. They docu- 
mented it, and I believe our service records are in good condition. 

Mr. Stearns. Would you favor a voluntary survey? 

Mr. Lane. Maybe a selective one. 

Mr. Stearns. A selective one, okay. 

Mr, Lane. I’m sorry. 

Mr. Stearns. Go ahead. Finish. 

Mr. Lane. Select 15 percent, 20 percent, you know, of the unit’s 
records, and that way you are auditing them, and it might give you 
an idea of where you are at right now and whether you need to go 
further with it. 

Mr. Stearns. It just seems to me that it would be worthwhile to 
do a voluntary survey at the minimum, to find out the size of this 
problem and do it immediately, and then at that point move to sort 
of a civilian-military health care task force to find the results of 
this, and then go back to look at the folks that have come back and 
subsequently have died, and do an analysis there. 

It just seems like we should do more, Carol? 

Ms. Picou. Sir, I agree with you. I feel that there were 500,000 
troops deployed there. You can take a percentage of those troops 
and send them a survey and do a control group on them, and then 
take another group that did not go to war and study them and see 
how healthy and compare them. Analysis needs to be done, and we 
need something to get started right away. If we could start an epi- 
demiology on the health effects of the soldiers in the Persian Gulf, 
I think there would be great benefits. 

I have testimonies of people who have come back diagnosed with 
cancer. Two females in my unit have had complete hysterectomies, 
21 and 23 years old, Hodgkin’s disease, babies bom with OAV. I 
mean this is not normal. So I really feel a study should be done 
and adequately. 

Mr. Stearns. I agree with you, and I think that is what the sub- 
committee is moving towards. I think for those young men and 
women that died, we have to look at this matter in terms of the 
effect on their heirs, and maybe a lump sum disability settlement, 
something along these lines, if we can find a correlation here. A lot 
of the families are devastated because they have no idea why their 
sons or daughters have died, and I think this would be a first step, 
to start this survey and start this civilian-military task force. 

So I thank you. 

Mr. Evans. Thank you. 

Does any other member have any more questions? The gen- 
tleman from Alabama. 

Mr. Backus. I want to ask this to Messrs. Lane and Hollings- 
worth because you were both treated by Dr. Hyman, 

Did he tell both of you that it was a strep infection? 

Mr. Hollingsworth. He told me it was a strep infection, yes, 
sir. 

Mr. Lane. A streptococcus, yes, sir. 
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Mr. Bachus. All right. Which, I guess, can be a very common 
infection. 

Mr. Lane. Well, there are strains of it, and you know, I am not 
a doctor. So I cannot 

Mr. Bachus. But he said streptococcus? 

Mr. Hollingsworth. He said to me, sir, that possibly streptococ- 
cus and also I want to state staphylococcus. 

Mr. Bachus. All right. Both of you are still on medication? 

Mr. Hollingsworth. Yes, sir. 

Mr. Lane. Yes, sir. 

Mr. Bachus. Are you all experiencing fatigue? 

Mr. Hollingsworth. Sir, I will say that since I have been back, 
1 have experienced a minor relapse. The doctor immediately in- 
creased the medication that I was taking, and it subsided. 

Mr. Bachus. Go ahead. 

Mr. Lane. The comment 1 was going to make is I am so much 
better now as to compared to before. They are not even in the same 
ball park. Every once in a while I get tired enough I have to go 
take me a nap for ten or 15 minutes, but before I would have to 
stay in bed 24 hours, you know, 

Mr. Bachus. Mr. Lane, are you all on daily medication, though? 

Mr. Lane. Yes, sir. 

Mr. Bachus. So would it be incorrect to say you have been 
cured? 

Mr. Lane. 1 did not say cured. 

Mr. Hollingsworth. I never indicated that I was cured. 

Mr. Lane. Just extremely better. 

Mr. Hollingsworth. All I can say is there is a night and day 
difference before 1 went to New Orleans. 

Mr. Bachus. So you are better, but not cured? 

Mr. Hollingsworth. Yes, sir. 

Mr. Lane. Truly better. 

Mr. Bachus. And you are both on daily medication? 

Mr. Hollingsworth. Yes, sir. 

Mr. Lane. Yes, sir. 

Mr. Bachus. And you do continue to have some of the symp- 
toms? 

Mr. Lane. Very minute, very minute. Like I was saying, if 1 take 
a nap for 30 minutes when I get to feeling tired, it will bring my 
pep back up just like I took a pill or something, you know, and go 
strong again. Whereas before you might start the morning out feel- 
ing halfway decent, but by the end of the day, you are totally worn 
out. You have to stay in bed the whole evening, night, get up in 
the morning and start over again. 

Mr. Bachus. In your testimony, did one of you indicate that Dr. 
Hyman said that you would never be cured completely? 

Mr. Hollingsworth. Sir, when I went down for his treatment, 
I had to sign a statement sa 5 dng he was not sure that he could cure 
this. He says he may have found a possible solution, smd that is 
basically what I had to sign, and I had no problems with that. 

I think your question would be best to be directed at him when 
he comes on the panel. 
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Mr. Backus. Let me ask you this. Ms. Picou mentioned the VA 
hospital at San Antonio, which is the Army’s western medical facil- 
ity, and I am familiar with it because I was stationed there. 

Your treatment just in the last month there, have you found 
those facilities to be — what is your experience? 

Ms. Picou. Sir, I have not received any treatment. 

Mr. Backus. You have not? 

Ms. Picou. No, and, sir, I did not experience these joint pains 
imtil the day before Mother’s Day. I used to have just general 
aches and pains, but on Friday evening I started having what felt 
like my spinal column was on fire, started feeling real achy. By 
Saturday I woke up and I was real stiff. I bent down, and my bones 
would ache. I started getting real cold, the chills and the sweats, 
and I did not experience all of this. 

Mr. Backus. All right. 

Ms. Picou. I just started with these symptoms, and then on Sun- 
day morning, and I had that mysterious rash again from head to 
toe. So I sent myself into the emergency room at Brook, and they 
documented general arthritic pains, chronic arthritic pains, and a 
viral rash. So I got an appointment for rheumatology. 

So far what they are doing is just sending me through these clin- 
ics, and I have not received any treatment. 

Mr. Backus. I guess I will ask this to Mr. Lane or Mr. Hollings- 
worth. Would you all be willing to go to, say, Walter Reed or Brook 
Army Hospital for some tests for our benefit, to see if those tests 
reveal something that could help other veterans? 

Mr. Lane. I have no problem with it. 

Mr. Hollingswortk. Sir, I do not have a problem with that. I 
just think it might be a little bit redimdant. They did that at the 
Gulf registry, and they came up empty handed. 

Mr. Backus. I understand. I am just saying that if it were a con- 
centrated examination, not at your all’s expense. 

Mr. Hollingswortk. Yes, sir. I have no problem with that. 

Mr. Backus. Because especially in both of your all’s cases we 
have some sort of strep infection, and you have responded to a cer- 
tain type of treatment. So obviously for what you have there has 
to be some kinship. 

All right. I have no further questions. 

Mr. Evans. Thank you. 

The chair is very pleased to acknowledge the presence of the 
committee Chairman, the distinguished gentleman from Mis- 
sissippi, Sonny Montgomery, and we appreciate, Mr. Chairman, 
your participation in this hearing. 

Mr. Montgomery. Thank you very much. 

I congratulate you and the subcommittee for having a hearing 
like this on the Persian Gulf veterans, and we certainly want to be 
fair to them, and probably we should have done this right after the 
Vietnam War. We might have eliminated a number of problems 
that developed for these veterans, but I commend you, Mr. Chair- 
man and the members of the committee and also our witnesses, for 
giving us this opportunity. 

Mr. Evans. Thank you, Mr. Chairman. 

If there are no further questions of this panel, thank you very 
much for your lengthy testimony. Your service to this country, as 
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I indicated earlier, continues. We appreciate what you have done, 
and we will work with you in the future, I hope. 

Thank you. 

Ms. PiCOU. Thank you. 

Mr. Lane. Thank you, sir. I appreciate meeting you. 

Mr. Evans. The second panel is comprised of Betty Zuspann, Mi- 
chael Ray Ange, Vic Silvester, and Jean Ralph. If they would come 
forward at this time, we would appreciate it. 

Betty is National Director of Desert Storm Veterans Coalition. 
Michael is Congressional Liaison for the Military Families Support 
Network, Incorporated. Vic is National President, Operation Desert 
Shield/Desert Storm Association, and Jean is President, the Na- 
tional Association of Radiation Survivors. 

Betty, once you get situated, we will start with you. 

Mrs. Zuspann. Thank you. 

I am sorry, Mr. Chairman. 

Mr. Kennedy (presiding). That is fine. Give them a big smile, 
and then let’s clear them out of there. 

Mrs. Zuspann. Sorry. 

Mr. Kennedy. Thank you very much. 

The panel, we are pleased to welcome the panel, and, Mrs. 
Zuspann, please proceed. 

Mrs. Zuspann. Excuse me if I am a little nervous, Mr. Chairman. 

Mr. Kennedy. Oh, do not worry about it, Mrs. Zuspann. You will 
get over it quick. 

Mrs. Zuspann. It is easier to take on Walter Reed. 

STATEMENTS OF BETTY ZUSPANN, NATIONAL DIRECTOR, 

DESERT STORM VETERANS COALITION; MICHAEL RAY ANGE, 

CONGRESSIONAL LIAISON, MILITARY FAMILIES SUPPORT 

NETWORK, INC.; VICTOR SILVESTER, NATIONAL PRESIDENT, 

OPERATION DESERT SHIELD/DESERT STORM ASSOCIATION; 

AND JEAN RALPH, PRESIDENT, THE NATIONAL ASSOCIA- 
TION OF RADIATION SURVIVORS 

STATEMENT OF BETTY ZUSPANN 

Mrs. Zuspann. Mr. Chairman, may name is Betty Zuspann. I am 
here today in two roles. Number one, I am the wife of a disabled 
Desert Storm veteran who proudly served his country not only in 
Desert Shield and Storm, but as an active duty Navy person. Three 
years prior to Desert Storm, he finished up his service. 

My husband is not a malingerer. My husband was a Navy Sailor 
of the Month in his division on one ship. Plus, when he left Desert 
Storm, his commander wrote in his records that he was an exem- 
plary sailor who worked above and beyond the call of duty and 
extra hours on weekends to get the job done during Desert Storm, 
while others were sleeping or otherwise. 

I also am currently serving in a volunteer capacity as the Na- 
tional Director of the Desert Storm Veterans Coalition, which was 
formed by active duty military wives and others after the last hear- 
ing that was held in September, I believe, of last year, when we 
heard the military say that there was no one involved in this ex- 
cept Naval Reservists or Guards who did not want to do anything 
but get something off of the government or the military. I do not 
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know the exact quote, and that afternoon we went into action to 
form our coalition to prove them wrong. 

We would like to thank you for allowing our coalition to give our 
views regarding the issues at hand pertaining to the Desert Storm 
illnesses. 

Congressman Buyer, I would like to commend him for coming 
forward today because one of the problems we have is the denial 
by some veterans. It is one of the first of the four stages that we 
are seeing in these veterans, is the stage of denial, and I think his 
courage to come forward will help other active duty, as well as 
other veterans to come forward. 

A wound is defined as an injuiy to body tissue. In other words, 
you do not have to be shot with a bullet to bleed. Thousands of 
Desert Storm veterans across this country, both active duty as well 
as veterans, are suffering from chemically induced injuries, chemi- 
cal wounds, if you will, as a result of combined toxic exposures, in- 
cluding radiation, which result in toxic overloading and extensive 
damages to different parts of the body. 

Desert Stormers across this country have shown in civilian medi- 
cal testing damage to all parts of the body, including brain, im- 
mune system, central nervous system damage, amino acid, and red 
blood cell depletion, and also the bacterial infections as the prior 
panel testified to. 

My husband when to Operation Desert Shield/Storm, and he left 
on December 1st of 1990. He arrived in the theater on the 14th of 
January of 1991. February 1st, he reported to sick bay with the 
first symptoms of chemical poisoning. He had the scratchy, burning 
eyes, the severe burning throat, trouble swallowing, sweat and 
nausea. 

They gave him some medication and sent him back to work. He 
continued to process to sick bay with symptoms that were getting 
worse: flu-like symptoms, major headaches, all t 3 q)es of problems, 
the nausea, extended on down through his duty at Desert Storm, 
chronic fatigue, the continuing flu, major, major headaches, and 
they wrote into his chart that he was stressed, and they suggested 
that he have some stress management. 

SPECT scan testing on my husband at a later date by civilian 
physicians show that he had severe brain damage. The notes in the 
active duty medical chart where they were showing the headaches 
are the locations where he does have the brain damage. As well, 
he has fluid build-up at the base of his brain. 

He persisted to go to sick bay during Desert Storm. When he 
came home from Desert Storm, after six and a half months of serv- 
ice, he virtually fell off the plane, and from talking to him, I found 
that they were in the oil spill. He was in the Navy and was in the 
oil spills during Desert Storm, and they took oil up through the de- 
salinization plant of the ship, and the military persons evidently 
ingested this oil, the byproducts of this oil. 

They were also in the oil fires. Colonel Ertmann — I apologize if 
that is not his rank — during a recent VA teleconference even made 
reference to the fact that a lot of the smoke went out over the 
Navy. 

So he was in the oil spills. Generators and stuff from going 
through the oil spill and the ship going through the oil spills broke 
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everything. They had to repair boilers. They had to put generators 
on the ship to run the power with Saudi diesel fuel and so forth, 
fires on the ship, everything. 

He went to Walter Reed after he came home, and it took Con- 
gressman Kenned)^s office and others to get him there. Walter 
Reed told us the second day that we were there, without any test- 
ing or anything, that they were going to put on his discharge sum- 
mary that it was not service related, and then that way his medical 
insurance would pay for it. This was without any medical testing. 

The whole two and a half months he was at Walter Reed, all 
they tried to do was convince him that he was depressed and he 
should be on Prozac. They were going to convince him that he did 
not have bronchial asthma. So they took him for a test for asthma. 
He went into near respiratory arrest and only had 17 percent lung 
capacity. 

He was transferred to a Houston Persian Gulf Referral Center, 
where they persisted to try to convince him at first that he was de- 
pressed. l^en he had a severe chemical reaction to some exposure 
that he had while he was there, they finally brought in Dr. Claudia 
Miller, who diagnosed him with multiple chemical sensitivity. 

They told me they could not treat him because they had not been 
given permission to do so. They had only been given permission to 
diagnose Desert Storm veterans. The VA still refuses to treat my 
husband. To this day he has been turned away from the emergency 
room for acute respiratory distress. 

And I would like to close with a comment, please. As a disabled 
Desert Storm veteran, my husband feels that his country has de- 
serted him. As the wife of a Desert Storm veteran, I am dev- 
astated. As an American, I am furious. These last two years has 
been a travesty for every Desert Storm veteran in this country. We 
all should be ashamed of ourselves. 

Excuse me. 

I find wounded in the line of duty under hostile fire in the time 
of war. Give Desert Storm veterans the health care they so des- 
perately deserve. They have earned it. Give them back their dig- 
nity. They deserve nothing less. 

I am sorry. 

Mr. Kennedy. Mrs. Zuspann, we know that this is very difficult 
testimony for you, and I think all of the panel very much appre- 
ciate your efforts to speak out on behalf of your husband. My sense 
is that there are people that are very much interested in hearing 
about your husband’s case and trying to make sure now that the 
military takes care of people that have served our country. 

That is the purpose of this hearing, and that is why it is impor- 
tant that you come forward and share with us your testimony. So 
it is appreciated, and we will do everything we can to make sure 
that your testimony makes a difference in your life and in the lives 
of others. 

Thank you very much. 

Mrs. Zuspann. Thank you. Congressman Kennedy. 

[The prepared statement of Mrs. Zuspann appears on p. 187.] 

Mr. Kennedy. I would now like to turn to Mr. Ange. Mr. Ange 
is with the Military Families Support Network, and we look for- 
ward to your testimony. Please proceed. 
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STATEMENT OF MICHAEL RAY ANGE 

Mr. Ange. Thank you, Mr. Chairman and members of the sub- 
committee. 

I am Michael R. Ange, a disabled Persian Gulf veteran and a 
Legislative Liaison for the Military Families Support Network, In- 
corporated. We are a national nonprofit organization with a mem- 
bership consisting of veterans and their family members. 

Over the past two years, our organization has worked in close co- 
operation with those support groups and veterans organizations in 
an attaint to answer the many medical questions which plague 
Persian Gulf veterans. In that period, we have dedicated our efforts 
to the gathering of information, interviewing and compiling data 
from veterans, and examining the handling of several specific 
cases, like that of Gary Zuspann and Michael Adcock, who is now 
deceased. 

The Military Families Support Network, Incorporated, has asked 
me to address the overwhelming evidence indicating that the most 
severe illness facing Gulf War and other veterans today is an inter- 
nal affliction, an affliction that has debilitated our VA system and 
rendered it unable and unwilling to meet its obligations to the 
veterans. 

Both the congressional and executive branches of government 
have made obvious attempts to insure that the medical needs of 
veterans are met and the support is available to insure a reason- 
able standard of living for the disabled veteran or active duty per- 
son. These attempts are apparent in various administrative codes, 
laws, and regulations that seek to govern the actions of the VA. 

Unfortunately these various regulatory acts have not resulted in 
the provision oi timely, accurate, and efficient health care for veter- 
ans, and they have not deterred the loss of homes, businesses, and 
assets due to service-connected disabilities. They have even failed 
to keep the disabled veteran out of homeless shelters and off the 
streets. 

The subcommittee has already heard and/or will hear numerous 
accounts and numbers today which will verify this statement of 
fact. Literally thousands of patriotic veterans who honorably served 
their country have now been abandoned by their Veterans’ Admin- 
istration, but hopefully this hearing is evidence that they have not 
been abandoned by their government. 

Numerous veterans, civilians, and media sources have asked 
what one thing could be done to make the system work effectively. 
In order to answer that question, we have examined the handling 
of the veteran, his record and medical care both on active duty and 
within the VA system. What emerged from our research was a dis- 
tinct pattern of misinformation, mishandled records, and 
unacknowledged hazards, including investigational drugs, medical 
experiments, and radiation. 

The most surprising hazard was a chronic circumvention of exist- 
ing regulations in order to avoid providing care. 

The pattern has continued to plague the veteran even after re- 
lease from active duty. Many of the illnesses which plague Persian 
Gulf veterans are distinctly identified in various regulations. In ad- 
dition, a lack of diagnosis cannot justify the denial of medical care 
for the veteran, according to the law. 
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Both the public law and common human decency reqxaire that 
this policy end. 

In spite of these clearly identifiable facts, veterans are being de- 
nied care on a daily basis. It is even documented that veterans who 
are rated with 100 percent service-connected disabilities are being 
denied medical care in VA hospitals. Gary Zuspann is a prime 
example. 

There is no legal defense for the gross mistreatment and neglect 
of Persian Gulf veterans. There is no excuse available as a claimed 
lack of knowledge regarding the origins of these illnesses. Given 
the common conditions of service in the Persian Gulf, deter mining 
the origin of these illnesses seems to be a matter of common sense. 

It is interesting to note that when a number of people in New 
Mexico became deathly ill with an unknown mystery illness, the 
Centers for Disease Control did not begin their search for the cause 
in some other location like the Middle East. 

The VA has now appointed a blue ribbon panel to undertake the 
study of medical problems afflicting Persian Gulf veterans. This 
panel plans to \mdertake a study of several months or years in an 
attempt to provide medical care for the vet. Although definitive sci- 
entific diagnoses are important, oiir veterans cannot afford contin- 
ued delay. 

Untold numbers of Persian Gulf veterans have eilready died mys- 
teriously from these illnesses. Countless others have lost jobs, 
homes, and their quality of life. How many vets must lose their dig- 
nity before we begin as a nation to meet our base responsibility? 

The people of Kuwait received a response from this Nation with- 
in several days of Iraq’s invasion. Perhaps the members of that 
panel can explain why Kuwaiti citizens deserve more immediate 
assistance fi'om our government than our military veterans do. 

An examination of the VA policy which is reflected in a memo- 
randum which is attached to my statement demonstrates that the 
policy is budget oriented, not veteran oriented. It is too late for con- 
cerns of a budgetary nature on this issue. As a nation we must re- 
alize that the cost associated with war continue long after the last 
strategic bomb has fallen. 

Budget concerns cannot be allowed to continue to control these 
policies and even allow federal laws, regulations, and administra- 
tive codes to be subverted and circumvented. These legal codes al- 
ready make the necessary provisions for guaranteed immediate 
medical care for the veteran. 

In short, our system is not broken, but the people running it are 
failing to follow the regulations set forth by our own legislative and 
executive branches of government. This is the true origin of our 
illness. 

As we see it, the problems facing the Department of Veterans Af- 
fairs and the various Veterans’ Affairs committees are twofold. 
First, we must insure that the appropriate policies, laws, and regu- 
lations are followed by staff members of the VA. The only way tms 
can be insured is through past regulations, holding VA staff mem- 
bers and administrators personally accoimtable for their actions. 
As long as any group within our government acts above the law, 
the law will continue to be a mere inconvenience, not a policy to 
be respected and followed. 
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This body as a part of our legislative branch of government has 
made great strides toward insuring the welfare of our Nation’s vet- 
eran. It is time to take this policy one step further and act upon 
the obvious intent of current regulations by implementing a policy 
of accountability. 

"ITie legislature has expended great energy and resources to pro- 
tect the rights and interests of our veterans. Let’s hold those who 
disregard this effort responsible. 

The second problem is to restore the veteran’s trust in our VA. 
Not one member of the blue ribbon pamel studjdng Persian Gulf 
problems is a Persian Gulf veteran. We feel that as a minimum 
equal representation is necessary. 

'Therefore, we have co-sponsored a letter requesting seats for Per- 
sian Gulf veterans on this panel. That letter has been sent to Sec- 
retary Brown, but as of this date we have received no response. 

Surely as veterans we are at least entitled to an official response. 
I am quite certain that our sacrifice and service have earned it. 

We are once again requesting equal representation on this panel, 
and we are asking for assistance from this subcommittee in achiev- 
ing that objective. We are anxious to see if you will respond. 

We hope to work together with this subcommittee and any other 
governmental agency to resolve the crisis facing Persieui Gulf veter- 
ans and to restore our faith as veterans in the VA. In the words 
of President Lincoln, our Veterans’ Administration should foster 
and perpetuate the Nation’s tradition of service to our sick and dis- 
abled comrades and their widows and orphans. 

We must all strive to insure that this noble intent does not con- 
tinue to be perverted and distorted for any reason. 

Thank you, and I look forward to answering any of your ques- 
tions. 

Mr. Kennedy. Thank you, Mr. Ange. Evidently we did not get 
your written testimony. 

Mr. Ange. I brought 100 copies of that with me today. I under- 
stand that it got lost in the mail or the shuffle somewhere. 

Mr. Kennedy. That is okay. Yes, we just want to make sure that 
it is submitted for the official record. 

Mr. Ange. Yes, sir. 

Mr. Kennedy. Theuik you very much. 

[The prepared statement of Mr. Ange appears on p. 211.] 

Mr. Kennedy. I would now like to ask Mr. Victor Silvester, who 
is the representative of Operation Desert Shield/Desert Storm As- 
sociation to please testify. 

Please proceed. 

STATEMENT OF VICTOR SILVESTER 

Mr. Silvester. Thank you, Mr. Chairman. 

Mr. Chairman, my name is Victor Silvester. I am National Presi- 
dent of the Operation Desert Shield/Desert Storm Association. 

Mr. Chairman, members of the subcommittee, ladies and gentle- 
men, may I express on behalf of the membership and participants 
of the Operation Desert Shield/Desert Storm Association emd my- 
self this opportunity to address this distin^shed committee. Over 
the p£ist 24 hours, these halls have heard heart-breaking stories of 
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men and women who have served this Nation and humanity in the 
cause and the name of freedom. 

I have heard stories of mysterious illnesses, illusive diagnosis, 
government bureaucracy, and the destruction of family units. Each 
day the list of stories will continue to grow. Each day the cost of 
the human element of these stories will continue to grow. Each day 
the cost to our own nation will continue to grow. 

Time and time again the men and women of our Armed Forces, 
both active duty and veterans, have been told there is nothing 
wrong with them or, as we were told yesterday, that the establish- 
ment does not know what is wrong with them. 

Mr. Chairman, the credibility not only of the defense establish- 
ment, but also the very government on which this great nation is 
built is at stake. Since the Persian Gulf conflict, the men and 
women of our Armed Forces, both veteran and active duty person- 
nel and their families, along with the American people have been 
told conflicting stories, been given conflicting documentation, and 
subject to just plain conflict. 

Mr. Chairman, to say that the health problems of the Persian 
Gulf conflict, the environmental manipulations, the chemical expo- 
sure, the parasitic exposure, the radiation exposure, and the re- 
sults of the investigational drugs and vaccine exposure that could 
not be helped, could not be foreseen, or did not exist, cannot be and 
should not be accepted. 

The fact that a single man or woman who has served this Nation 
in the defense of freedom should lose his or her home, family, qual- 
ity of life, or capability to earn a living because of bureaucracy is 
not acceptable. Since 1969, the Defense Department and the U.S. 
Government has appropriated more than $1 billion for research 
into the very problems that face the Desert Storm veterans today. 
Mr. Chairman, it is now time for the American taxpayer, including 
the very same veterans who are sick, to receive the accountability 
for those expenditures. 

The American taxpayers who are footing the bills for these veter- 
ans while they are waiting for the Department of Veterans Affairs 
to make their determination, who are paying for the indigent care 
costs when these guys lose these jobs and cannot meet their bills; 
the very taxpayer would like to see the results of those research 
programs and the answer to why the Department of Defense and 
the Department of Veterans Affairs do not have the capability to 
treat the very same problems that these millions of dollars of re- 
search funds were spent on. 

Mr. Chairman, there will have to be numerous numbers of per- 
sonnel, descriptions and theories about the mysterious Gulf illness 
situation. The fault or the reason for the problem cannot be laid 
at the feet of the Veterans Affairs Department. It cannot be laid 
at the feet of the Defense Department, and it cannot be laid at the 
feet of the veteran. The problem stems from all of them, each shar- 
ing their own problem. 

If you have a veteran that can’t remember why he was sick or 
how he was sick a week ago, he cannot tell a doctor the description 
of the diagnosis. At the same time, the doctor cannot make a diag- 
nosis, a complete diagnosis, if he does not have the records of that 
man’s military medical service. So it is nothing but a vicious circle. 
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Mr. Chairman, 30 countries formed a coalition of the best fight- 
ing force known to man to win the Persian Gulf conflict. Those 
same 30 countries have the best medical minds known to man. Let 
us utilize these minds, plus the billions of dollars that have been 
spent in research, and restore the Desert Storm veteran to a viable 
participant in this Nation’s commimity. 

Millions of Americans have spent the last decades fighting from 
being kept on the welfare lines of the country, fighting to keep 
their homes, their farms, their jobs, their chance at a decent life. 
Today the veterans of Desert Storm are fighting those very same 
fights, fighting for the very same principles, with the additional 
burden of the Persian Gulf syndrome. 

The United States Armed Forces and its world counterparts have 
spent millions of dollars training the military personnel within 
their ranks. It is a believe of the Operation Desert Shield/Desert 
Storm Association that we can use this training to assist in meet- 
ing the challenges that face the veterans of any conflict in the serv- 
ice of their nation. 

The Persian Gulf conflict has given rise to a situation that has 
never been faced before in the conflict of modem warfare; coverage, 
live as it happens, when the service member and the service mem- 
ber’s families watch their people in harm’s way from their own liv- 
ing room. 

Mr. Chairman, I thank you and the members of this subcommit- 
tee for the opportunity to voice the views and opinions of the Oper- 
ation Desert Shield/Desert Storm Association, and I would like to 
conclude with this final comment. 

No service member should have to lose his or her family, home, 
life savings, or self-respect because they answered this Nation’s call 
to defend the principles of freedom. 

I thank you. 

Mr. Kennedy. Thank you very much, Mr. Silvester. We appre- 
ciate your testimony, the substance of your testimony. 

That is the strangest mix of Australia and Texas I think I have 
ever heard. 

(Laughter.) 

Mr. Kennedy. I do not know if I got it right. 

Mr. Silvester. You missed one, Mr. Chairman. 

Mr. Kennedy. Excuse me? 

Mr. Silvester. You missed one, which is British. 

Mr. Kennedy. Is that right? British, excuse me. 

[The prepared statement of Mr. Silvester appears on p. 221.] 

Mr. Kennedy. Our final witness on this panel is Ms. Jean Ralph, 
who is the president of the National Association of Radiation Survi- 
vors. 

Ms. Ralph, please proceed. 

STATEMENT OF JEAN RALPH 

Ms. Ralph. Mr. Chairman and members of the committee, I am 
from Streator, Illinois. The chairman of this group is Lane Evans, 
and Mr. Gutierrez is on your panel also. 

Soon after the war ended in the Gulf, the National Association 
of Radiation Survivors’ Executive Director and Region V Vice Presi- 
dent began receiving calls about the possible use of weapons coated 
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with DU during the Gulf War. We were all quite ignorant about 
DU and began to investigate. 

We learned that there was such a substance, and in fact, it was 
used on tanks and shells during the Gulf War. We learned that DU 
might be harmless as a coating on a tank or weapons. However, if 
the tank or weapons were to explode and a fire followed, the re- 
sults could be quite harmful to anyone who inhaled or ingested the 
oxidized DU. 

Not only the Gulf veterans, but DU munitions threatened perma- 
nent contamination at 50 domestic U.S. sites where DU was manu- 
factured, assembled, tested, or disposed, and the workers and 
neighbors at those sites are at risk. 

NARS is certainly not in possession of all the facts, but we have 
been working with veterans who were there and with the Military 
Families Support Network organization. Because of the similarities 
of the symptoms of hair loss, rashes, fatigue, and other illnesses be- 
tween our atomic veterans and the Gulf War veterans, we created 
a seat on our board of directors for these particular veterans and 
are working closely with them. 

Now we understand that a very high rate of miscarriages and 
children being bom are suffering from defects from post-Gulf 
pregnancies. 

Our concern goes beyond the possible exposure to DU. Our con- 
cern is that history shows an attitude among the defense establish- 
ment that permits them to use servicemen as guinea pigs by expos- 
ing them to chemical, biological, and radioactive substances, as 
well as dmgs, in an effort to determine whether these substances 
and drugs would be effective in use against an enemy. 

We would like this committee to examine the Gulf War veteran 
situation within a context of the history of the treatment of service- 
men who have served their country from World War II onward. 
When we talk about exposures, we are referring to the mustard gas 
exposures, LSD experiments, dioxin exposures for the Vietnam vet- 
erans, and of course, the radiation exposures for the atomic 
veterans. 

History has shown a failure to adequately inform servicemen 
about upcoming exposures and potential dangers of these expo- 
sures. Usually it is just the opposite. These men and women are 
told there is no danger, and when health effects begin to show, it 
is often too late for medical follow-up. 

Veterans are also denied health care and compensation because 
the official policy has been that the exposure could not be the cause 
or science has not yet made a connection between the exposure and 
the problem. The burden of proof always shifts to the veteran. 

While under the law the VA is obligated to assist claimants in 
developing their claims, the reality is that the VA does not do so. 
We have proof of this, and it is evidenced by the remands of the 
Court of Veterans Appeals, and in 1986, the Department of Veter- 
ans Affairs deliberately destroyed records, documents during the 
discovery phase of NARS v. Turnage, a class action suit on the $10 
fee limitation issue. 

More often than not, veterans are told they have a psychological 
problem or stress disorder. Some are even placed under psycho- 
logical observation, and sometimes veterans are accused of seeking 
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a free ride or a handout. Men and women who were willing to give 
their all to their country are told they are equivalent of a welfare 
chiseler or a cheat. 

In 1977, when I first put a claim in on my husband’s disability, 
I was called a cheat. We know that the Gulf War veteran was ex- 
posed to at least one experimental drug administered in the desert 
that was not approved by the FDA. Because these shots were ad- 
ministered in the desert, veterans were told the shot information 
could not be placed on their records since home base had no knowl- 
edge of the shot. 

So now what happens if there is a problem in the future from 
this shot? 

Gulf vets were also told they had nothing to fear from the DU 
coated tanks and weapons. Trust your government. Atomic veter- 
ans trusted their government during the testings and were told 
they had nothing to fear. My husband has been in his grave 15 
years. 

It is interesting to note that one of the men on the panel men- 
tioned something about a study. Currently the National Academy 
of Sciences is doing this study on crossroads, a testing that hap- 
pened in 1946. The National Academy of Sciences hopes to have 
this study done by 1996, 50 years later. 

Gulf veterans’ problems must be handled now, not 50 years from 
now. 

History has also shown that military records are not always 
available, and in the VA claims process, the veteran is denied com- 
pensation if those records are missing, and he or she cannot 
produce his or her own documentation about exposure. Again, the 
burden of proof is on the veteran. 

We have listed in our written testimony eight detailed pieces of 
legislation that Congress could pass, and we hope this will happen. 
One of them is that declassification to be demanded, and individ- 
uals and records should be subpoenaed relating to the knowledge 
of DU, the vaccine, and other causes of Gulf War illnesses, and suf- 
ficient funds should be appropriated for the Gulf health problems. 

Finally, there should be a resolution by Congress stating that 
there will be no more experimentation on U.S. military personnel 
for emy purpose, and if the military finds it necessary to use any 
weapon or substance that might cause future health concerns, serv- 
icemen should be advised of the potential health problems prior to 
and post-use of that weapon or substance. 

Various le^slation has been passed not only during the Demo- 
cratic administration, but also during the Republican administra- 
tion, but most of that legislation that has been passed makes it 
ever so difficult for veterans to receive justice in any form, and 
these include the $10 fee limitation for attorneys assisting veterans 
in the VA claims process, the Ferris Doctrine that prevents a vet- 
eran from suing the government for injuries incidental to military 
service, claims of sovereign immunity or discretion function which 
are exceptions to the Federal Tort Claims Act, the Warner amend- 
ment which provides total immunity to government contractors in- 
volved in nuclear weapons work. 

So we question; will the manufacturers of the vaccine or the pro- 
ducers of the DU tanks and shells request Wamer-type legislation 
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for blanket immunity, as well? Will exposure to DU or the vaccine 
become another exception of the Federal Tort Claims Act? 

These are questions that have to be answered. 

To conclude on a personal note, not only do I hold the office of 
President of NARS, but for the past ten years I have also held the 
office of Director of Atomic Widows. Fifteen years ago this August 
18, my husband, a 2nd Division U.S. Marine who spent a full nine 
months in Nagasaki, Japan, with the occupation forces, died a hor- 
rible death, a victim of multiple myeloma, a bone marrow cancer 
related to radiation exposure. 

It took ten years, from 1978 to 1988, before Congress finally 
passed Presumptive Radiation Exposed Veterans Act on May 1, 
198^ The problem with that bill is that less than three percent of 
over the 12,000 claims that went into the Veterans’ Administration 
have been honored. 

Something is wrong with the system, something seriously wrong 
with the process. 

Effective January 1, 1993, Congress also passed Public Law 102- 
568 granting all widows $750, monthly payments, and $100 for 
each dependent child. So Gulf widows will be paid accordingly, pro- 
vided they can prove service connection. 

I would like to challenge anyone on this panel to budget a house- 
hold on $750 or $950 if you have a couple of kids living in the 
household with you. It would be an impossibility for a young widow 
with children. Ask somebody who knows. I found out the hard way. 
For ten years I had no government assistance whatsoever, and 
when my husband died, I had a boy, my younger son, a second year 
college student, and a 12 year old daughter at home to raise. 

For 17 years I have continued to work for justice not only for vet- 
erans, but for all radiation survivors. As an atomic widow, I am 
just one example of the many widows, survivors, and families who 
have suffered severely because nuclear contractors and our govern- 
ment have lied to us. We have been used and abused, and it must 
stop. 

It is my sincere hope that Gulf veterans, widows and orphans 
never experience the long wait for justice that atomic veterans, 
widows, and orphans had to suffer. 

Thank you very much. 

Mr. Kennedy. Thank you very much, Ms. Ralph, for that impor- 
tant testimony. 

[The prepared statement of Ms. Ralph appears on p. 231.] 

Mr. Kennedy. I want to thank all of our witnesses for their testi- 
mony. 

First amd foremost, I have a brief question that I would like you 
to respond very briefly. Could you just tell us how many people are 
involved in each of your organizations and how many cases your 
organizations have advocated for or have witnessed? 

Mr. Ange. 

Mr. Ange. We are actually working in a combined database situ- 
ation with several other veterans groups. We have well in excess 
of 3,000 veterans that we have currently worked with in some ca- 
pacity as far as compiling data, that type of thing. 

Mr. Kennedy. Yes, but how many has your specific organization? 

Mr. Ange. Sir, I am sorry. I do not know that information. 
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Mr. Kennedy. Can you give me an idea? Is it 100 or is it 3,000? 

Mr. Ange. Oh, it is well over 1,000. 

Mr. Kennedy. It is? 

Mr. Ange. It was over 1,000 over a year ago. So I am sure it is 
well over that number now. 

Mr. Kennedy. And when you say you have assisted those, have 
they had personal contact with your organization? 

Mr. Ange. Some of the contact has been by mail. Some of it has 
been personal interviews. Some of it has been telephone interviews. 

Mr. Kennedy. But there has been some kind of direct contact be- 
tween your organization and those veterans? 

Mr. Ange. lliat is correct. 

Mr. Kennedy. Thank you. 

Ms. Ralph. 

Ms. Ralph. We know that there are over 250,000 veterans ex- 
posed to radiation. Within our group, we also help uranium miners, 
the down-winders, and all of those veterans, of course, that were 
at the testing. 

Mr. Kennedy. Yes, I was trying to refer to Persian Gulf veterans 
specifically now. 

Ms. Ralph. Okay. 

Mr. Kennedy. Do you have any idea? 

Ms. Ralph. I have no idea at this point. I am sorry. 

Mr. Kennedy. Mr. Silvester. 

Mr. Silvester. Mr. Chairman, actual members of our organiza- 
tion, we have 596. However, since we installed the 1-800 line De- 
cember 15, this past year, we have received 6,789 calls 

Mr. Kennedy. My goodness, have you really? 

Mr. Silvester (continuing). In reference to problems and ques- 
tions about Desert Storm. 

Mr. Kennedy. Thank you very much. 

Mr. Ange, I was interested in the testimony you provided. I think 
you were referring to Mrs. Zuspann’s husband when you said he 
is 100 percent disabled, service-connected? 

Mr. Ange. I believe that is correct. He has been rated 100 per- 
cent disabled. 

Mrs. ZusPANN. He is 70 percent service-connected, and then the 
rest is a pension. It goes up to 100 percent. 

Mr. Kennedy. You made some fairly tough charges against the 
VA, indicating that they had absolutely refused to treat him in the 
hospital. 

Mr. Ange. He is not the only case. 

Mr. Kennedy. Can you grab the microphone so that we can hear 
you directly, please? 

Mr. Ange. Mr. Chairman, he is not the only case. 

Mr. Kennedy. Could you explain that in a little bit more detail, 
please? 

Mr. Ange. He is not the only case. We have a number of veter- 
ans who are seriously ill that have been denied care at various 
medical facilities. I did not hear all of Mrs. Zuspann’s testimony, 
but I think she probably alluded to the fact that her husband was 
turned away from the emergency room doors of a VA facility in 
Texas in a life threatening situation, and the Texas Veterans’ Com- 
mission had to step in on his behalf and get a letter of credit from 



56 


the State of Texas government in order to get him into a civilian 
facility to save his life, you know, late one evening because he 
needed immediate medical intervention, and the VA refused to take 
him. 

Mr. Kennedy. It would be enormously helpful to the committee 
to have specific names and addresses. We hear constantly anec- 
dotal information about these kinds of cases. When the VA comes 
up later in the day, you are going to hear them say that that could 
not possibly be true I would bet dollars to doughnuts. So it would 
be enormously helpful for us to have some specific information that 
we could bring forward and bring to their attention, especially, I 
should say, if you have got it prior to their testimony today, it 
would be enormously helpfiil. 

Mrs. ZuSPANN. We have the letter here from the Texas Veterans’ 
Commission. We are citing dates, times and names, and we will be 
glad to give that to you. As well as I can give you other dates, 
times and names where I did not have witnesses. I started getting 
witnesses so that people would believe that he was actually being 
turned away because they said, well, it is my word against theirs. 
So I asked his service officer of the American Legion, as well as the 
Texas Veterans’ Commission, to intervene as witnesses that he was 
being refused health care for any condition. 

Mr. Kennedy. Do you have other veterans that you might have 
specific information on, Mr. Ange? 

Mr. Ange. Yes, sir, we have some other veterans. I am prepared 
at this point to give you specific details as far as in writing. I do 
have the President of our organization who is here also. 

Mr. Kennedy. We would appreciate it. We can easily take that 
for the record, and then we will follow up with questions for the 
VA specifically. 

(This information was not submitted for the record.) 

Mr. Ange. It is also important, Mr. Chairman, if you will notice 
in the written statement that I have submitted that there are a 
number of inconsistencies and data that have been given out. For 
example, leishmaniasis disease, we have been receiving briefings 
saying that this is a harmless disease that has no problems, but 
yet we have a manual fi"om the United 

Mr. Kennedy. Who gives you those briefings? 

Mr. Ange. The briefings come from the active duty military. The 
information has been verified by the VA. I have actually enclosed 
one of the memorandums that came from Detachment 1, the 
1450th Trans Company, which is a North Carolina National Guard 
unit. This is a memorandum that was put out to all of their imit 
memberships, and it was a part of the VA briefing they received, 
you know, for medical care, et cetera, when they were discharged 
from active duty and went back to Reserve status. 

And if you look in the United States GOD for diagnosis and 
treatment of diseases of tactical importance in Southwest Asian 
theater, which is a U.S. government publication, signed at that 
time by Brigadier General Ronald Blank, you will find that the dis- 
eases listed as being usually fatal within months and that it is sex- 
ually transmitted and it is not self-limiting, as they say, that it is 
transmitted from mother to fetus vertically, et cetera, et cetera. 
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I mean these policies, in addition to being atrocities to the vet- 
eran, they look to me as though we are opening ourselves up to cre- 
ate, you know, a public health epidemic, as well as anj^hmg else. 

Mr. Kennedy. Mr. Ange, when you make a charge like that, is 
it your presumption that this is a coordinated effort or do you think 
these are just sort of haphazardly done by individuals in the mili- 
tary that are trsdng to answer the questions for somebody? 

Mr. Ange. Looking at the data, Mr. Chairman, and I do not 
mean to be sarcastic with this, but looking at the data, it almost 
would appear as a conspiracy, but having dealt with the system, 
I quite frankly do not think the system is capable of pulling off a 
conspiracy. 

(Laughter.) 

Mr. Kennedy. Well, that is an important observation. After six 
years on this committee, I think I would probably agree with that. 

I know it is difficult for you to come forward in these cir- 
cumstances. I think that it is important because the fact is that 
you are representing organizations that certainly have been in con- 
tact with my office, and these are the kinds of anecdotal informa- 
tion and perspective that I think several members of this commit- 
tee have received. 

It is very different than the official testimony that we hear from 
the military itself or the VA, and so it is just this kind of conflict 
that I think is the purpose of today’s hearing. I only wish that we 
could have the VA sitting with you at the table because I think it 
would be helpful to have you present when they make their testi- 
mony. We might be able to find a way to work some of you in if 
you are able to stick around for the later testimony that occurs 
when the VA comes in. 

That is the end of my questions. I want to see if Mr. Bachus has 
any. 

Mr. Bachus. Thank you, Mr. Kennedy. 

I have been reviewing the testimony for the past two days and 
trying to sort of, if I can, simplify, and I am not sure I can, but 
from reading your all’s testimony, I think it was more helpful than 
anyone else’s in that you did try to categorize the conditions these 
veterans were suffering from. 

Let me ask you about this. I have just made a summary, and tell 
me if I am wrong. Tell me if there is anything that I have left out. 

One, there appears to be three basic conditions that our veterans 
are suffering from. One is parasitic diseases, leishmaniasis, and 
perhaps what Mr. Hollingsworth and what Mr. Lane testified to 
apparently fall under either parasitic diseases or lack of sanitation 
which resulted in strep infection, leishmaniasis, and that I am just 
going to classify under the term parasitic conditions or infections. 

Now, secondly, and this one is more elusive, but there have been 
at least suggestions that some of our veterans are suffering from 
the anthrax shot or from the nerve agent pill, one or both. Is that 
safe to say? 

Mr. Silvester. Yes, sir. 

Mr. Bachus. Now, there is disputed testimony over whether 
these are investigative drugs or whether they have been used 
before. 
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Mr. Ange. Sir, I think it would be important to say, speaking for 
Military Families, I am not a doctor, and I am not prepared in any 
way to make any type of a supposition. I am sasdng these are possi- 
bilities. 

Mr. Bachus. Right. Oh, and I am, too. Let me say this. I am just 
hitting three, and I am just saying what you talked about with 
your husband, for instance. Now, I think Mr. Hollingsworth and 
Mr. Lane obviously fall in that first category. The second I am just 
saying is more of a possibility. For the first and third, I think it 
is true. I mean these have happened. I do not think there is any 
doubt, but maybe the anthrax shot and the swallowing or ingestion 
of the nerve agent pill is a possibility. 

And the third one, and I think your husband, Mr. Zuspann, and 
I think Ms. Picou from our first panel, the toxic exposures which 
I think have been confused sometimes with these parasitic 
diseases. 

Mrs. Zuspann. My husband has the bacteria which was diag- 
nosed by Dr. William Ray in December while he was in the hos- 
pital as a secondary condition to his toxic exposure. 

Mr. Bachus. Right. 

Mrs. Zuspann. So he has both problems going on at the same 
time. 

Mr. Bachus. But you know, that can happen and, I think, con- 
fuse people because I did not realize until I started reading this 
testimony that we have apparently at least got two problems. One 
is the leishmaniasis or other parasitic diseases, and then we have 
got the toxic exposures. 

Mrs. Zuspann. Toxics, right. 

Mr. Bachus. Now, let me run through the toxic exposures and 
see if I am missing an5d;hing as the third one because I think it 
is the more complex as far as cause. 

We have the oil well smoke, which some people are suggesting 
cause environmental hazards. We have the heavy metal exposure, 
several of them. That is the second. The third one is the depleted 
uranium, which I think has proven consequences. That is from the 
ammunition and the armor plating. 

Are there any others? Those apparently are three t5q)es of toxic 
exposures. 

Mr. Kennedy. Will the gentleman yield? 

Mr. Bachus. Yes. 

Mr. Kennedy. I have just been given this can of insect repellent 
here that was evidently distributed to thousands of Persian Gulf 
veterans. This stuff, I do not think I would spray on my dog, you 
know. It says here, “Avoid contact with face, eyes or skin.” You 
know, it says, “Do not allow spray to contact food or water supplies. 
Thoroughly wash dishes and food handling utensils contaminated 
with this product. If on skin, wash affected areas of skin with soap 
and water. If inhaled” — I guess my sense is that there is probably 
a whole array of contaminants that exist out there that you and 
I are probably going to have a hard time 

Mr. Silvester. Mr. Chairman, may I make a comment on that 
point? 

Mr. Kennedy. Yes, sir. 
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Mr. Silvester. When you read those — I am so^, sir — but when 
you read those instructions and then you consider the fact that 
some of our troops in Desert Storm went for 55 days without a 
shower and over three months in the same uniform, wearing that 
same stuff, no wonder we have problems with rashes and skin 
problems. 

Thank you. 

Mr. Kennedy. Thank you. 

Mr. Ange. I would like to also interject something here. There 
is a growing body in the scientific community that feels as though 
actually the two problems that you have identified, the toxic expo- 
sures and the parasitic diseases and other bacterial problems, are 
actually interrelated, and that the toxic exposures have resulted in 
may an immune deficiency, which makes the vet more susceptible 
to being affected by the other diseases, and I think that has cer- 
tainly been documented in radiation cases in the past and, you 
know, some of the other exposures. I think it has also been docu- 
mented in lead poisoning cases in the past. 

So we feel like the two issues are very closely related from that 
perspective if from no other. 

Mr. Backus. Oh, I agree, from when you lose your immune sys- 
tem through allergic reactions. 

Let me ask you this. I have made a list from the toxic exposures 
of the different manifestations of that. I have got bronchia asthma, 
which Ms. Picou was experiencing and your husband experienced. 
I think that is obviously one, chemical hypersensitivity which is 
causing the bronchial asthma or it may be interrelated is a second 
one. 

Metabolic imbalances is a third. 

Mrs. ZUSPANN. Yes. 

Mr. Backus. And I guess that can cause cancer. 

Mrs. ZusPANN. Yes. 

Mr. Silvester. Correct. 

Mr. Backus. The fourth one which is, I guess, interrelated, toxics 
in the body which has been demonstrated by the study on the hair. 

Mrs. ZuSPANN. Yes, sir. My husband has strontium in his blood 
elements, which is a nuclear waste b 3 T)roduct. He also in his blood 
cell testing had 2-methylpentane, 3-methylpentane, 
trimethylbenzene, hexane, inhexane, benzene. He also had 
pentachlorophenol, which Colonel Ertmann also referred to in his 
testimony — I mean on the VA teleconference to their hospitals, that 
the military expressed concern about, you know, someone being ex- 
posed to that. 

I have asked him what that is and why they were concerned. He 
has yet to answer that for me, has not had time. I asked him about 
it this morning. I do not know if I will get an answer or not, but 
I would like to know what that is and why it is in my husband’s 
body. 

Mr. Backus. Well, it is in there. 

Mrs. ZUSPANN. It is there. 

Mr. Backus. Another one, from reading the medical reports of all 
of these toxic exposures, cause brain and central nervous system 
damage. 

Mr. Silvester. Right. 
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Mr. Backus. So you have lung damage or you have sensitivity 
to chemicals. You have toxics in the body. You have maybe brain 
or central nervous system damage. 

Mr. Silvester. You have slurred speech. 

Mr. Backus. Which would be from the brain or the central nerv- 
ous system damage. 

Mrs. ZUSPANN. Cardio-pulmonary. 

Mr. Backus. The imbalance could also be? 

Mr. Silvester. Short term memory loss. 

Mr. Backus. Right. 

Mr. Silvester. That type of thing. 

Mr. Backus. Other than these toxic exposures and these para- 
sitic diseases, and exposure to hazardous material, the parasitic 
diseases or the field sanitation conditions, the pill and the shot, 
have you come up with any other possible causes, other than those 
four? 

Mrs. ZuSPANN. Major Richard Haynes has done an extensive 
study of Desert Storm veterans over the last year. 

Mr. Backus. Right. Now, I am categorizing all of that as toxic 
exposures. 

Mrs. ZUSPANN. Toxic, all right. 

Mr. Backus. Are there any others, other than damage — let’s just 
say, damage to the body from toxic exposures. 

Mrs. ZUSPANN. Okay. 

Mr. Backus. And damage to the body fi-om parasitic infections, 
and the damage from either the pill or the shot. 

Mrs. ZuSPANN. And radiation. 

Mr. Ange. We have not identified anything else that we feel like 
is possible in our interviews, but, again, we have no medical exper- 
tise other than what we get from outside sources. 

Mr. Backus. Okay. Thank you. 

Mr. Kennedy. Mr. Clement. 

Mr. Clement. Thank you, Mr. Chairman. 

Mrs. Zuspann. 

Mrs. Zuspann. Yes, sir. 

Mr. Clement. When you visited with my congressional office, 
you referred to a passage in the Americans with Disabilities Act 
which addresses multiple chemical sensitivity. 

Mrs. Zuspann. Yes, sir. 

Mr. Clement. Can you review this for the committee and explain 
what impact you think this has on the Persian Gulf veterans? 

Mrs. Zuspann. One of the things that we were concerned about 
after some of the Desert Storm veterans were being diagnosed by 
civilian physicians with multiple chemical sensitivity, we noticed 
that the Veterans’ Affairs to base their refusal of health care and 
benefits started coming out and saying, well, there is a controversy 
in the medical community, and so we are not going to treat any- 
body. We are going to wait until all of this controversy is over, and 
this type of thing. It is even in my husband’s VA chart, a memo 
by Dr. Susan Mather. 

Under Title II of federal service’s health care and otherwise, the 
Justice Department has a book, Americans for Disabilities Act 
Handbook, and they use multiple chemical sensitivity or environ- 
mental illness as an example of one of the allergies, that if it is so 
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debilitating as to, under the definition of disability, limit one or 
more major life activities, that you do have full protection under 
this act. 

What I find is interesting is the fact that they specifically cite es- 
pecially if you have the respiratory or neurological problems. Then 
you have full protection under this act, as well as any of the other 
acts. 

So I was confused as to why these people who have chemical sen- 
sitivity are being denied care. 

Mr. Clement. Let me ask you also: what are your impressions 
of the Persian Gulf registry? And can you tell about your involve- 
ment with VA personnel requesting the registry? 

Mrs. Zuspann. We have had Veterans Affairs employees call us. 
We have had persons call us saying that they were shoved in a 
room with a yellow tablet and a pencil, and they are the new Per- 
sian Gulf person for that hospital, and they would say, ‘We under- 
stand that you all know more about what is going on or will tell 
us things that we cannot get information on, and what do we do?” 

We do have a draft of the protocol or whatever, and we say, 
‘Well, we will mail it to you,” or something because you are sup- 
posed to report these people on a monthly basis, and there is a 
time length. 

So we have also had veterans who have been denied. My hus- 
band and four other veterans were denied in the Houston Persian 
Gulf Center. We requested before they were discharged that the 
form that is supposed to be filled out on every Persian Gulf veteran 
be filled out, and we were denied that right to do that. 

Then after we got home, I said will my husband and these other 
veterans be put on the registry. Yes, they will. When we got home, 
we asked the American Legion in Washington to confirm that they 
were on the registry, and they did so, Mr. Steve Robertson. 

A month ago I got a letter from the Houston VA saying, “Con- 
gratulations. Your husband is on our local registry,” after being in 
their hospital for two euid a half months, “and we are moving him 
to another hospital. So he is going to have to go back — we are mov- 
ing his file up to Waco — so you are going to have to go back and 
start over,” basically is what the letter said, and he is not on the 
national registry. 

Mr. Clement. Any of the others who would like to comment 
about that? 

Mr. Ange. In December of last year 1 called to attempt to make 
an appointment to get on the Persian Gulf registry by taking the 
physical at the Durham VA facility in Durham, NC. They sched- 
uled me for an appointment in June of this year. They said that 
was the earliest time that was available. 

I shopped around from VA facility to VA facility, and through 
contacts that I had established in the VA system, was finally able 
to get an appointment in late March of this year. 

In order to complete my Persian Gulf physical, I had to take 
three days off work and spend three entire days at the VA facility 
in Fayetteville, NC, to complete the physical process. They would 
not do it all in one day. They made me come down one day and 
sit for five or six hours to get a few x rays and some blood taken, 
and I came back another day to do my interview. Then I came back 
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another day to do the actual physical exam, and this is common- 
place. I have numerous calls from people on this line. It almost 
seems as though it is purposely set up to make it as difficult as 
possible to get into the system. 

Mr. Clement. Anyone else? 

Mr. Silvester. Yes, it also seems to appear that the low man on 
the totem pole is the one that gets the job as far as being the Per- 
sian Gulf registry coxmselor. Like in Big Springs, TX, the young 
man that took that job over had been on the job for 30 days when 
a whole host of young folks showed up and said, “We want on the 
registry.” All he had was a desk, a chair, and a filing cabinet and, 
as Mrs. Zuspann said, a yellow writing tablet, and that was it. 
That is all he had. He did not even know what the Persian Gulf 
registry was all about. 

I have traveled both to Dallas, and San Antonio, spoken with 
North Dakota, and various veterans’ facilities around the Nation 
personally, and I have also written to these folks, and it seems to 
be the same common denominator, that nobody has made an exact 
determination what the procedure should be. It is a local proce- 
dure, it appears to be. Each one that you talk to has a different 
protocol that they go through. 

For almost a year nobody had a set guideline of questions on 
which to ask. Now, I went on the Big Springs VA Persian Gulf reg- 
istry myself after four of my Desert Storm veterans had spent ^1 
day over there, had not been seen other than to go to the front 
desk, and had to leave before they could get finished because they 
had to come back 100 miles. 

Now, I went back there four days later, and their names had not 
been submitted or even put on the list. So the same day that I 
went back, I put my name, walked up to the front, and stated that 
I am a Desert Storm vet. My son is a Desert Storm vet. So I put 
my name on. Two weeks later I went and talked to the scheduling 
clerk, who also does the computer work for the Desert Storm pro- 
gram, and my name was not on the list either because she had not 
got it. 

So there is a wide discrepancy on what happens when a Desert 
Storm troop walks through the front door and what actually hap- 
pens when the computer spits it out the other end. 

Mr. Clement. Thank you very much. 

Mrs. Zuspann. We have letters, thousands of letters. This is just 
a few, people writing to us about how they are having problems 
with the VA. 

Mr, Clement. All right. Any of the rest of you have a comment 
on that? 

(No response.) 

Mr. Clement. Okay. Thank you. 

Mr. Kennedy. Mr. Gutierrez. 

Mr. Gutierrez. Thank you. Chairman Kennedy. 

First I would like to acknowledge your work, Mr. Kennedy, for 
bringing this issue to the public attention. You and Mr. Evans have 
been vocal advocates for the Persian Gulf veterans, and I hope to 
add my voice and energy to your efforts. 

I would like to ask Mrs. Zuspann some continuing questions just 
so that we all have it clear for the record. 
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How was your husband before going to the Persian Gulf? 

Mrs. ZUSPANN. My husband was active duty Navy and had just 
passed a physical. My husband used to run five miles a day and 
was in top condition. He had never really had any problems at all. 

Mr. Gutierrez. How soon after the Persian Gulf? 

Mrs. ZusPANN. He was being treated while he was or he was 
being seen; he was not being treated, but he was reporting to sick 
bay. He virtually fell off the plane when he came home, and I had 
him at the doctor the very next day. 

Mr. Gutierrez. And to date, is the Department of Defense, VA 
accepting responsibility for the payment of your husband’s illness 
and medical treatment? 

Mrs. ZUSPAIW. No, sir. I have $170,000 worth of medical bills, 
and that is ongoing on a weekly basis. My husband is in a reverse 
oscillation situation because he has severe allergic reactions which 
are life threatening due to chemically induced injuries from Desert 
Storm. He is on oxygen 24 hours a day. 

Mr. Gutierrez. So you are currently accumulating continuing 
debt 

Mrs. ZuSPANN. Yes, sir. 

Mr. Silvester. In order to provide for medical care for your hus- 
band? 

Mrs. ZUSPANN. Yes, sir, I am. 

Mr. Gutierrez. And the VA says what to your claim? 

Mrs, ZuSPANN. Well, in writing here, a letter from Dr. Mather to 
the regional office is that this is a precedent setting issue, the diag- 
nosis that my husband has, multiple chemical sensitivity and the 
toxic exposures that he had in the Gulf, although they do say in 
his adjudication of his claim that he was exposed to multiple toxic 
exposures, including the oil spill fires. 

He is service-connected 70 percent, only 30 percent for bronchial 
asthma, but she stated in the memorandum, which you have a copy 
of, that because she does not believe in multiple chemical sensitiv- 
ity, although that is what he would have if she believed in it, that 
giving depression instead. So he has 50 percent depression, 30 per- 
cent bronchial asthma, which we just appealed at 100 percent be- 
cause he is bedridden and has to stay in this isolation type situa- 
tion or safe room, if you will, on a 24 hour basis because he has 
reactions to just the environment now, perfumes and things like 
that. 

Mr. Gutierrez. Who, if anyone, is helping you now? 

Mrs. ZUSPANN. Pardon me? 

Mr. Gutierrez. Who, if anyone, is helping you? 

Mrs. ZuSPANN. We have four different civilian physicians that 
are helping my husband: Dr. William Ray, Dr. Albert Johnson, Dr. 
Fox, and another doctor from Canada out of Dallas. They have not 
asked me for a dime. They have never asked me for a dime. 

The pharmacy where I get my husband’s IVs that he has to have 
for his nutritional supplementation because he is allergic to every- 
thing but ten foods, all of the Vitamin C foods he cannot have. He 
has severe allergic reactions to those. So some of his nutritional 
supplementation he has to have by IV. The pharmacy has not real- 
ly asked me for those funds. They send me an invoice. 
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I had to get a nurse to come show me how to administer those 
IVs because the VA refused home health to administer those IVs. 
If my husband were to die, I fear that I might be charged with 
some sort of charge for administering medication without a license. 
So I have that to deal with, but I am willing to take that chance 
and go to jail to save my husband. 

We lost our home. The doctors also are seeing other veterans, but 
they are telling 

Mr. Gutierrez. You lost your home? How did you lose your 
home? 

Mrs. ZUSPANN. We lost our home to foreclosure. My husband was 
in Walter Reed in the VA Hospital for six months doing what I call 
public relations testing, which the veterans seem to be going 
through. While the VA did diagnose my husband with multiple 
chemical sensitivity, they told me that they could not treat him for 
that because they had not been given permission to do so by Wash- 
ington; that I would just have to take him home and wait. 

I took him home and waited. A week later my husband was in 
a critical care unit in Dallas. He was in this condition. The doctors 
were so upset they took pictures of him and said that it was just 
outrageous that this man would come to them after seven months 
in a military hospital and the VA system and not received any 
other health care other than diagnosis for his illnesses. 

Now, my husband was given asthmacort, proventolin, those types 
of things, but he is highly allergic to the chemicals in those. They 
made him worse. That is what the VA gave him. 

Mr. Gutierrez. Mr. Silvester, your son went over to the Persian 
Gulf? 

Mr. Silvester. That is correct. 

Mr. Gutierrez. Then you have asked for your son’s medical 
records? 

Mr. Silvester. That is correct. We have been trying for almost 
three years to get his medical records. 

Mr. Gutierrez. You have been trying for three years to get 
them? 

Mr. Silvester. Almost three years, yes, sir. 

Mr. Gutierrez. Do you have any explanation of why you have 
not been able to get your son’s medical records for three years? 

Mr. Silvester. Even Congressman Combest has made two at- 
tempts. His office has made two attempts to receive those records. 
We get different excuses every time around. 

Mr. Gutierrez. For medical records for the last few years? 

Mr. Silvester. For medical records, yes, sir. 

Mr. Gutierrez. Thank you. 

Ms. Ralph, as a fellow Illinois resident, I want to welcome you 
here today. I think your involvement in the issue is particularly 
important as a sign of how urgent the problem is. That is because 
you and members of your group have seen this kind of situation be- 
fore as radiation exposure affected your own loved ones. Therefore, 
you can recognize perhaps more than others when a veteran is 
truly not being served well. 

I also realize that your group continues to promote issues of its 
own that it wishes to see action on, such as processing of claims 
under Public Law 100-321. Therefore, I am even more impressed 
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and moved that you are taking time and effort to reach out and 
help other groups of veterans. 

Can you explain to us what you think we can do with Public Law 
100-321 as regards to this particular issue? 

Ms. Ralph. I wish there was a simple solution. We have tried ev- 
erything. I think the system is backed up. 1 have talked with dif- 
ferent people, and they tell me the Court of Veterans Appeals is a 
good system. I have to disagree. Why in the last five years have 
they only passed or honored three percent of less than 12,000 
claims? That is a good question. 

The Court of Veterans Appeals constantly are remanded informa- 
tion. They go through the court, and it backs up. It continuously 
backs up. 

The atomic widows, because women hate paper work, just give 
up, and that is too bad because there are a lot of atomic widows 
sitting out there. 

I just cannot believe that young Gulf widows with children are 
going to have to go through what we have gone through in the 
many years that have passed by. I hope that does not happen. 

Mr. Gutierrez. I am sure there are those that will have it hap- 
pen if no action is taken, and I think. Chairman Evans, the testi- 
mony is so powerful, and I am going to wait until this afternoon 
to see what it is that the VA and others are going to be saying in 
response to this kind of just overwhelming evidence, and I think 
that Mr. Kennedy made a good point about seeing if we could have 
some of the people who are here so that when people say there is 
no problem, we can get some resolution and see if we cannot get 
at least some simple things like medical records that are three 
years old for a Desert Storm veteran so that he can get proper care 
if not from VA, at least leave it up, as Mrs. Zuspann has had to 
do, to their own resources to get people well while the bureaucracy 
tries to figure out how to take care of our veterans. 

Thank you all very, very much for your testimony. It has been 
very enlightening and very powerful, much more powerful and en- 
lightening, I will tell you, than even these bright lights that for the 
first time have come upon this veterans’ room. 

We have had many hearings here, and this is the first time we 
have had any lights like this, and so I hope that the light beams 
that are shed here are shed across the country and maybe en- 
lighten the Department of Veterans Affairs later on this afternoon. 
I hope they do not turn them off when they get here. 

Thank you very much. 

Mrs. Zuspann. They will be due to depression, I am sure. 

(Laughter.) 

Mr. Evans (presiding). Does anyone else have any other ques- 
tions? 

Mr. Bachus. I would like to just comment to all of you and any- 
one who is listening out there that it is a felony violation to turn 
away a veteran from a veterans’ facility who is in need of emer- 
gency care, and that is true whether or not it is service related. 

Mrs. Zuspann. We are going to file charges on that, sir. 

Mr. Bachus. Thank you. 

Mr. Evans. Anyone else? 

(No response.) 
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Mr. Evans. Thank you very much for your testimony today. You 
are excused now. 

Mrs. ZuSPANN. Thank you. 

Mr. Silvester. Thank you, Mr. Chairman. 

Mr. Evans. The members of our next panel are Steve Robertson, 
Bob Manhan, accompanied by Dr. Turner Camp, and Gary Wall, 
accompanied by William Crandell. 

Steve is a Gulf War veteran and serves as Director of National 
Legislative Commission of the American Legion. Bob is Assistant 
Director of the National Legislative Service, Veterans of Foreign 
Wars of the United States. He is accompanied today by Dr. Turner 
Camp. Gary is President of the New Jersey State Council of Viet- 
nam Veterans of America, and also serves as Chairman of the WA 
Special Committee on Desert Storm Veterans. He is accompanied 
today by William Crandell, a legislative advocate. 

The chair requests that all private conversations cease at this 
time or be conducted outside of the hearing room. Steve, we will 
start with you. 

STATEMENT OF STEVE A ROBERTSON, DIRECTOR, NATIONAL 
LEGISLATIVE COMMISSION, THE AMERICAN LEGION; BOB 
MANHAN, ASSISTANT DIRECTOR, NATIONAL LEGISLATIVE 
SERVICE, VETERANS OF FOREIGN WARS OF THE U.S., AC- 
COMPANIED BY DR. TURNER CAMP; GARY C. WALL, PRESI- 
DENT, NEW JERSEY VIETNAM VETERANS OF AMERICAN 
STATE COUNCIL, ACCOMPANIED BY WILLIAM F. CRANDELL, 
LEGISLATIVE ADVOCATE 

STATEMENT OF STEVE A- ROBERTSON 
Mr. Robertson. Thank you, Mr. Chairman. 

The American Legion appreciates the opportunity to testify be- 
fore this subcommittee concerning the medical care being offered to 
veterans of the Persian Gulf War. We applaud the chairman’s lead- 
ership on holding these hearings on such a sensitive issue. 

On August 2, 1990, the American Legion and the Vietnam Veter- 
ans of America filed a lawsuit against the U.S. Government for fail- 
ing to aggressively pursue research on Agent Orange. That same 
day Iraq invaded Kuwait. Ironically, much of the concerns centered 
around the fear that Iraq might use nuclear, chemical, or biological 
warfare. 

In October 1990, then President Bush granted three Legion- 
naires permission to visit the troops in Saudi Arabia. After identi- 
fying some of the materialistic needs of those veterans, the Legion 
activated its family support network. 

Due to this degree of involvement, the American Legion began to 
receive information about sick Persian Gulf veterans. Symptoms 
covered a wide range: fever, diarrheas, skin rashes, fatigue, aching 
joints, bleeding gums, short memory loss, hair loss, respiratory 
problems, and hacking coughs. The possible causes covered a broad 
spectrum to include, but not limited to, inoculations, crude oil, 
burning oil well fires, pesticides, smoke from the burning landfills, 
insect bites, poor sanitary conditions, diesel exhaust, and radiation 
exposure. 
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In July 1991, the Senate Veterans’ Affairs Committee held a se- 
ries of hearings concerning readjustment problems of returning 
Desert Storm veterans. In its testimony, the American Legion ad- 
dressed several problems, to include the health care concerns of re- 
cently separated veterans, as well as those on active duty. 

The VA began releasing information on the number of Desert 
Storm veterans being seen at VA medical facilities. The early indi- 
cation showed that the vast majority are being treated for psycho- 
logical adjustment problems. The American Legion’s efforts on be- 
half of post-traumatic stress disorder is well documented. However, 
the Legion became very concerned that PTSD was becoming the 
catch-all diagnosis and the real physiological problems were not 
being addressed. 

Shortly after the troops began returning to the United States, 
there was a ban placed on Persian Gulf veterans from donating 
blood due to a disease called leishmaniasis, a blood parasite trans- 
mitted by sand flea bites. Very little was known about this disease, 
and there were very few leishmaniasis experts in the United 
States. 

Mr. Chairman, there is no test commercially available to accu- 
rately detect leishmaniasis. There is no test that can be economi- 
cally conducted on a large number of veterans. The Legion finds it 
hard to believe that only a handful of cases have been detected 
from the over 500,000 troops deployed. It has been reported that 
Saudi Arabia normally has about 16,000 cases reported a year. 

If so little is known about leishmaniasis and testing is so inac- 
curate, how can DOD and VA health care professionals rule out a 
disease on such a large scale? 

I attended a meeting of the Armed Forces Epidemiological Board 
in October of 1992, where recommendations were made to lift the 
ban on blood donations by Persian Gulf veterans. The experts on 
leishmaniasis did not produce any hard, clear facts to prove leish- 
maniasis cannot be transmitted by transfusion or to justify lifting 
the ban. 

In fact, one expert suggested that the ban be kept in place until 
tests could be perfected to accurately diagnosis leishmaniasis. That 
recommendation fell on deaf ears. 

Many of the ill veterans have expressed their concern over the 
inoculations they received while in the Persian Gulf. Many soldiers 
received inoculations for anthrax and botulism. Yet no documenta- 
tioii of those annotations appeared in their medical records. 

The smoke from the oil well fires is still etched in the minds of 
all those who saw them. Many of the veterans have deep concerns 
about the hydrocarbons and the other byproducts of such large 
scale burning. 

Pesticides were used to combat insects, such as flies, ticks, fleas. 
In tent cities, food, clothes, drinking water, sleeping quarters were 
exposed to the bug sprajdng fog machines used to dispense 
pesticides. 

The American Legion was pleased when the Department of De- 
fense began the Persian Gulf registry to track those who were de- 
ployed to the Persian Gulf and where their units were located. 
However, this registry failed to record those veterans reporting 
medical problems. 
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To date, DOD does not have an accurate listing of how many ac- 
tive duty personnel have complained of medical problems that the 
veterans l^lieve may have been connected to their service in the 
Persian Gulf. The only numbers that they report are the confirmed 
cases of leishmaniasis — to my knowledge, there are only 28 — and 
the depleted uranium exposure, which we understand was 35 of the 
people we shot ourselves with friendly fire. 

The Legion was pleased when the VA and Congress agreed that 
a second registry was needed for Persian Gulf veterans who were 
complaining of continuing health care problems. 

An area of great concern to the Legion is the failure of DOD and 
VA health care professionals to consider findings of health care 
professionals outside government health care systems. Repeatedly 
DOD and VA spokespersons have said that they will do everything 
possible to discover the problems faced by veterems. The Legion rec- 
ommends that VA and DOD should either prove these outside pro- 
fessionals wrong or use their techniques of diagnosis and treatment 
to help other veterans. 

The Legion is pleased and honored to have a member of its pro- 
fessional staff as a member of the VA’s blue ribbon panel to review 
the medical problems of Desert Storm veterans. The Legion hopes 
that the members of that panel will review the official proceedings 
of this hearing and thoroughly investigate the complaints that were 
lodged today. 

Mr. Chairman, the American Legion applauds those private citi- 
zens who have joined its effort on behalf of the ill Desert Storm 
veterans. Their persistence, dedication, and determination have 
helped imite veterans who have felt lost, rejected, and forgotten 
into a coalition seeking military help, medical help, and justice. 
They, too, have seen veterans go into a serious debt seeking medi- 
cal answers, while their family members had to watch their lives 
going into a financial tailspin. 

Those veterans ask no more of their government than what their 
government asked of them: dedication and commitment. 

That concludes my statement. 

Mr. Evans. Thank you, Mr. Robertson. 

[The prepared statement of Mr. Robertson appears on p. 242.] 

Mr. Evans. Mr. Manhan, in about five minutes, we are going to 
have to suspend for a vote on the floor, but you can proceed now 
if you can complete your statement in about five minutes, we would 
appreciate it. 


STATEMENT OF BOB MANHAN 
Mr. Manhan. Yes, Mr. Chairman. 

It is my pleasure to appear here this afternoon on behalf of many 
thousands of the veterans from Operation Desert Shield/Desert 
Storm members of the VFW’s 2,200,000 strong organization. Two 
of our national commanders have visited American combat troops 
in the Persian Gulf since 1990. We were one of the early veteran 
organizations to ask VA to recognize the implications for res- 
piratory disorder illnesses that were coming out of the Gulf. We 
also asked VA to establish a Persian Gulf registry. 
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In 1992, subsequent legislation was passed, the Veterans Health 
Care Act, and both of our recommendations were incorporated into 
that law. 

The VEWs medical consultant. Dr. Turner Camp, has accom- 
panied me to the witness table today. He was a member of the VA’s 
Persian Gulf expert scientific panel. 

The remainder of our testimony is filled with all of the concerns 
and all of the issues that everyone who has already preceded me 
this morning has testified upon. I will only highdight two rec- 
ommendations that we offer your committee to consider. 

The first revolves around the fact that the Department of De- 
fense maintains its own active duty Persian Gulf registry. We rec- 
ommend that that registry be immediately integrated into Depart- 
ment of Veterans Affairs Persian Gulf registry so that when the ac- 
tive duty person reverts to veteran status, he will immediately get 
into the VA system, and we will not go through the usual drill 
about waiting for medical records. 

The second issue that we are very concerned about is the Depart- 
ment of Veterans Affairs’ budget request for fiscal year 1994, spe- 
cifically as it focuses on the medical research program. It is very 
underfunded in the judgment of the VFW. 

VA’s Gulf medical people are involved in some medical research 
that is looking into all of the complex issues regarding multiple 
chemical sensitivities and the chronic fatigue syndromes that we 
have heard a lot about prior to this statement. Those studies 
should continue to be funded for fiscal year 1994, which starts in 
four months. At this time there are no research monies budgeted 
for this program. 

If the money could be forthcoming, not only can the medical stud- 
ies continue, but there will be a bonus effect for the VA in that 
they can maintain their medical liaison with many of Department 
of Defense’s own medical experts. 

This concludes our summary. 'Thank you very much, Mr. Chair- 
man. 

[The prepared statement of Mr. Manhan appears on p. 255.] 

Mr. Evans. Sorry to rush you in any way, but I appreciate your 
brevity. 

We will stand adjourned now because of the pending floor vote 
and return, or in recess I should say, and will resume probably in 
15 minutes. 

[Recess.] 

Mr. Evans. We will resume the hearing and the chair regrets 
any inconvenience of the witnesses who have waited so long. Let’s 
pick up where we left off with Mr. Wall and Mr. Crandell. 

Mr. Crandell. Thank you, Mr. Chairman. 

Mr. Evans. Please pull that microphone closer to you. 

STATEMENT OF GARY C. WALL 

Mr. Crandell. Mr. Chairman and members of the committee, 
Vietnam Veterans of America wants to express its appreciation of 
your efforts to move this issue forward. Our concern as Vietnam 
vets is a very serious one in behalf of the Persian Gulf vets, not 
least of all because a significant number of Vietnam veterans, both 
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those who stayed on active duty and those who served in the Guard 
and in the Reserves, are also Gulf vets. 

I would like to turn the microphone over to Gary Wall, the 
Chairman of our Special Committee on Desert Storm Veterans and 
their Families. 

Mr. Wall. Mr. Chairman and members of the subcommittee, 
Vietnam Veterans of America is pleased to have the opportunity to 
present testimony regarding the experiences of Persian Gulf War 
veterans. Coupled with yesterday’s testimony regarding the claims, 
we have taken the opportunity to discuss a full range of health is- 
sues concerning Desert Storm veterans and their resulting claims 
and benefits. 

After today’s testimony, it is very clear to realize that the pa- 
rades and the pats on the back are ended. The harsh reality has 
set in for many Desert Storm veterans that they are mentally or 
physically incapacitated, and that feeling has replaced the euphoria 
of the victory celebrations. 

Serious health problems exist among the returning veterans and 
their families. Many veterans are too sick to work. Some report 
their spouses as having miscarriages, kidney infections, hair loss, 
rashes complete with lesions, and all are afraid. They are afraid of 
their deteriorating health situation. They are afraid of the eco- 
nomic disaster that they have already experienced by pa3dng for 
their medical diagnosis and treatment out of their own pockets. 
They are afraid that their disabilities will prevent them from gain- 
ful employment, and even if employed, that they will not be able 
to secure health or life insurance for their family or themselves due 
to preexisting conditions or exorbitant premium ratings. 

VA has established some special hospitals, specialized hospitals, 
to take care of veterans reporting problems from Desert Storm. It 
is incumbent upon Congress to understand what happens when an 
individual reports to one of those facilities, and as an example, I 
would offer Mr. Nick Kresch. 

Mr. Kresch has been suffering from fatigue, joint and muscle 
aches, rectal bleeding, and a plethora of other health problems. He 
was advised by the Hinds Medical Facility in Illinois to go to the 
West Los Angeles VA facility, a specialized care station. 

Mr. Kresch is unable to work and is without fiinding. Upon arriv- 
al in Los Angeles, the VA denied knowledge of his coming. He was 
kept in the emergency room for over six hours. He eventually met 
with a panel in the hospital, at which time he was advised that he 
would have to stay in a domicile unit. He would be responsible for 
the cost of his own meals and for the privilege of staying, his job 
would be to wax and buff the floors in the domicile unit. This is 
after reporting to the VA in the hospital that he was incapable of 
working. 

Is that the type of treatment that we should be exposing someone 
to who may be suffering from the effects of chemical exposure, to 
exploit them, to put them to work in a hospital to pay for their own 
way? 

There are horror stories. You have heard many of them this 
morning. Some of what I have in front of me pales in comparison 
to the stories that you have heard, but it is understood and it must 
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be understood that diagnosis, research and treatment cannot be 
our only concern. 

The inability of these affected veterans to secure gainful employ- 
ment and the financial burden that has already been placed upon 
them are contributing to their plight. We strongly urge Congress 
to allow a partial reopening of some of the military installations 
that have been scheduled for closure, specifically those installations 
equipped with hospital facilities and base housing. 

Equipping and modifying one of these hospitals to function as a 
facility for diagnosis and treatment of multiple chemical sensitivity, 
another for radiation exposure, et cetera, will reduce the cost of 
any program to the VA. TTie housing units could house the families 
of veterans who were involved in the program. This type of pro- 
gram would allow the family to exist as a unit and prevent the im- 
pending financial and emotional disasters that have already 
claimed many. 

I might mention that if McDonald’s can recognize the need to 
keep families together through the Ronald McDonald Houses, the 
government can surely do the same for those who have protected 
this Nation and served at their government’s request. 

The question is: should the men and women who defend our Na- 
tion, allowing our freedoms to exist and flourish, be denied the best 
treatment available? 

Members of the committee, Mr. Chairman, the VA is out of their 
league in this issue. They are not equipped to research. They are 
not equipped to diagnose, and they are not equipped to treat the 
ailments being suffered by the Desert Storm veterans. 

For purpose of illustration, a few examples are definitely in 
order. We would refer you to Mrs. Hester Adcock, whose son Mi- 
chael, a Desert Storm Reservist, died of T-cell lymphoblastic 
lymphoma last year. Her son was not treated by the VA, but had 
to be put in a civilian hospital. The cost of his treatment financially 
was over $300,000 and borne by his commercial insurance carrier. 

Nothing we can do can lessen the pain and anger that she feels 
towards the abandonment of her son by all but her family. What 
we can do, however, is that no other mother of a veteran will be 
forced to endure this same abandonment. 

Mrs. Adcock is here today, and we strongly urge the subcommit- 
tee to discuss this issue directly with her. 

Also consider the case of Karen May of New York. Her husband 
is also a Desert Storm veterem. His job was to transport ammuni- 
tion for the field artillery of the 1st Cav. He was diagnosed after 
his discharge with squamous cell carcinoma of the nasal septum, 
paranasal sinus and nasal cavity. His nose, upper jaw, the roof of 
his mouth, emd the clivus bone at the back of his face have been 
removed. It is malignant. 

He has also been treated with radiation therapy and is now ad- 
dicted to codeine. His family sent a letter to the VA requesting an 
appointment in June. Finally after no response from the VA, they 
walked into the VA in August. Her husband was diagnosed and 
treated for allergies. Had it not been for her persistence, the VA 
would have refused further treatment. We will be more than happy 
to put this committee in contact with Mrs. May. 
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Active duty military personnel report in anon 5 Tnity that their 
concerns are not being legitimately handled. So great is their fear 
of reprisal that their wives are taking up the fight in order to pre- 
serve their military careers. Such is the case of Mrs. Terry Small, 
whose husband, an active duty Desert Storm veteran, became sick 
on his return. He lost over 45 pounds, suffered from chronic diar- 
rhea, total body hair loss, extreme fatigue, aching muscles and 
joint pain. Their daughter, Alex, conceived after Desert Storm suf- 
fered from respiratory infections and urinary tract infections. 

Mrs. Small has been bothered by kidney infections and recurring 
rash and a slight hair loss. Mrs. Small, as many of you know, has 
made repeated trips to Washington at her own mental and finan- 
cial expense. The price that she has paid to gain attention to the 
plight of Desert Storm veterans and active duty Desert Storm vet- 
erans has been financial ruin and the destruction of her marriage. 

Active duty military personnel and discharged veterans report 
that the documentation that is so desperately needed to support fu- 
ture claims presented in the VA is not being appropriately assem- 
bled. Congress must take on the responsibility of securing informa- 
tion with regard to the health, treatment and documentation of the 
sick active duty military personnel and their families. This must be 
done with protection of their confidentiality by Congress so that 
their voice may be heard without fear of reprisal. 

The failure of the military to accurately report, document, diag- 
nose and treat their ailments will result in more veterans being 
dumped into the VA system who will have nothing to look forward 
to but delayed and denied claims while they bear the burden of 
proof that their illness is the result of military service. 

In conclusion these items are not new to those of us who have 
had a real concern for veterans and active duty military personnel. 
It has been exemplified in the DOD and VA treatment of those who 
were involved in nuclear testing, testing of LSD and other drugs, 
mustard gas testing, and exposure during World War 11, Agent Or- 
ange exposure and now the Desert Storm disabilities. 

'WTiile we are here again today on behalf of those who are sick 
and dying, history permits no optimism, only hope. It is apparently 
easier to give the Pentagon billions in unneeded funds than it is 
to put far fewer dollars into research, diagnosis and treatment of 
our veterans’ population. 

Finally, and in slight disagreement with the folks who testified 
earlier, as a veteran of the Vietnam era, a veteran’s activist, and 
a parent who has seen first hand the VA’s method of operation and 
the failure of the government to act decisively to rectify, recognize, 
diagnose, treat, and compensate illnesses associated with military 
services, I would ask you gentlemen to tell me something that 
would convince me to allow my son to serve this country in the 
U.S. military. 

Mr. Chairman, this concludes our testimony. 

[The prepared statement of Mr. Wall appears on p. 258.] 

Mr. Gutierrez (presiding). Thank you very much for your testi- 
mony. 

Your suggestion, Mr. Wall, that the subcommittee meet with 
Mrs. Adcock is appreciated, and Chairman Evans met with her ear- 
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lier today, and I think that we are going to have a lot of meetings 
as the hearing progresses and as the information arrives to us. 

It seems to me, given the earlier testimony and the testimony of 
members of this current panel, that diagnosis seems to be a big 
part of the problem. Is the VA properly equipped — and any one of 
the members of this panel can answer these questions — to diagnose 
properly, and if not, who is equipped to properly diagnose? 

Mr. Wall. This is a brand new area that we have entered into, 
a completely different arena than you have seen before. The field 
of multiple chemical sensitivity and the specialized industrial and 
occupational medicine fields are primarily where this type of work 
needs to be done. 

The Department of Veterans Affairs nor the Department of De- 
fense is geared up to handle that. They do not have the research 
staff available, and as a point in fact, the budget for research was 
just recently cut by some $26 million. 

So the Dapartment of Veterans Affairs is not equipped to handle 
this. They do not have the staffing, nor do they have the doctors. 
In the interim while they are diagnosing these problems or 
misdiagnosing these problems, they are trying to teach and train 
their entire medical staff in each VA facility as to how to handle 
the problem. 

That is totally unacceptable because what results from that is 
mistreatment or maltreatment of the veteran who goes into the 
hospital looking for assistance. This needs to be moved, and we 
have urged in our testimony that Congress push for legislation that 
would establish the use of hospital facilities and university facili- 
ties that specialize in the area of occupational and industrial medi- 
cine and allow both active duty military, veterans, and families, in- 
cluding children who were conceived after Desert Storm, to be 
taken to those hospitals at the government’s expense and to have 
them tested, diagnosed and treated in that hospital. 

Mr. Robertson. Mr. Chairman, as mentioned in our testimony, 
we are very concerned about the tunnel vision that is being used 
as far as outside agencies, those doctors outside of the government 
arena. With Dr. Hyman in particular, I sent him two urine speci- 
mens which came back positive. I was also seeing a DOD doctor 
about my medical problems who used a lot of fancy talk and per- 
suasion for me not to go down to receive the medical treatment 
from Dr. Hyman. 

He all but called Dr. Hyman a quack, and when I asked Dr. 
Mather about Dr. Hyman, she related to me in a meeting that he 
was very uncooperative and was not willing to share what he had. 

In personal contact with Dr. Hyman via telephone calls, I see 
him as a very open person, willing to discuss every aspect of what 
he was doing, and he repeatedly said that he was willing to share 
with the VA and DOD what he has, but that in telephone conversa- 
tions he was being rejected by both agencies. 

As a matter of fact, I was the person that referred Mr. Hollings- 
worth to see Dr. Hyman, and there are a lot of veterans. I know 
Carol made a comment about she had tried to contact Dr. Hyman. 
I am sure he will tell you later in his testimony that he was 
bombarded with telephone calls after he was publicly disclosed on 
one of the television networks. His phone just was bombarded with 
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phone calls of Desert Storm veterans and family members that 
were desperately trying to find any kind of a cure that would bring 
their spouses and loved ones back into a whole state. 

I know personally it was a very tough battle within me to decide 
not to go down to see Dr. Hjonan. I felt that it was incumbent upon 
me as a representative of a veterans’ organization to use the sys- 
tem the way it is intended to do, to force VA and DOD to listen 
to what he has to say, and if I am going to go down there, I am 
going to be going as a veteran or as a military dependent, and I 
am going to use the system the way it is supposed to be used. 

Now, it is costing me my health, but if that is what the price is, 
then that is what I am willing to pay. 

Mr. Crandell. I would like to add one other comment about the 
diagnostic problems, and that is in terms of the VA and post-trau- 
matic stress disorder. We have heard a number of stories, all of us 
at this point, of people with serious physical symptoms being told 
that what they have really got is post-traumatic stress disorder for 
which they are then given a very low rating. 

Now, in fact, the VA has, as the subcommittee knows, a terrible 
history with PTSD. For Vietnam vets, for Korea vets, for World 
War II vets, it is very difficult to get a rating of any kind for post- 
traumatic stress disorder. I have a friend who was a recon Marine 
who is 100 percent disabled, and it took him 20 years to establish 
that claim. 

To then have somebody with physical symptoms go into the VA 
and be told, “No problem. PTSD,” shows that PTSD is still not 
taken seriously either, that it is being treated as a junk disease, 
and that is wrong. 

Mr. Gutierrez. Do any of the members of the panel believe that 
some of the reluctancy or that there might be reluctancy of mem- 
bers of the Armed Forces who served in Desert Storm to go and use 
the outside medical facilities, outside of the VA, for fear that later 
on they might not be eligible? 

Mr. Robertson. Absolutely, sir. That was a major factor in my 
decision. My wife is an active duty captain in the Air Force. So I 
am entitled to DOD health care as a dependent. If I were to go 
down to see Dr. Hyman and the massive doses of antibiotics that 
he gave me, if I had an adverse reaction to them or in some way 
became worse because of his treatment, then DOD and VA would 
look at me and say, “Hey, we are not going to touch this with a 
ten foot pole. You made this decision on your own.” 

Mr. Gutierrez. So there is a duality to the problem. Obviously 
the testimony is that the Department of Veterans Affairs and De- 
partment of Defense do not adequately have people to diagnose, nor 
are they treating people properly, and then if you use outside 
sources, once we hopefully do resolve this and do come to some 
kind of conclusion, you might not be eligible. 

I just have one last question. Does anyone on this panel — and it 
has been asked of other panelists — have any idea of how many Gulf 
War veterans have health problems related to Gulf service and 
what the basis of your answer might be? 

Mr. Robertson. Sir, there are 4,000 on the VA registry that we 
are aware of. As I mentioned in my testimony, DOD does not keep 
a running list of how many soldiers like SFC Picou, who came for- 
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ward today and acknowledged that she has fellow veterans that are 
also sick that are still on active duty. Their ability to account for 
their troops is nonexistent. 

I have heard repeated stories from active duty people that call 
me, and I have a list of them that are willing to talk to anybody 
on this committee, to talk to any committee, whether it be Armed 
Services in either chamber, of a Marine that was throwing up ever 
since he has returned from the Persian Gulf He was doing his 
Physical Training test. In the middle of his pull-ups, he started 
throwing up. He asked if he could finish his PT test, and they said, 
“No, you stopped. You flunk.” 

So what is going to happen to this guy? Is he going to be dis- 
charged because of his nonperformance of duty, not because of his 
medical problem. When he went to the medical system within the 
Marine Corps, and I do not think the Marine Corps has a medical 
system; it is the Nav^s medical system, but they told him that he 
was suffering from PTSD, and that they do not treat PTSD on ac- 
tive duty, and that if he needed help, go out and get some health 
care insurance and get treated on his own. He will come here and 
testify to that. 

And this soldier will not reenlist. He is completely disillusioned 
by the military and the way he has been treated, and he is right 
now receiving health treatment from a private source, and it is 
coming out of his pocket. He is going to a chemical sensitivity/envi- 
ronmental medicine expert while he is on active duty, and attempts 
that he had tried to bring those diagnoses, those test results and 
have them incorporated in his military, he is being told, “We did 
not send you there. They will not be included in your military 
records.” 

Mr. Wall. There is additional information with regard to that. 
Mrs. Small’s husband was given a blood test by an outside testing 
facility. Her husband took the medical testing data back to the 
military hospital, and they refused to accept and admit that blood 
testing results into his medical record. 

Mr. Gutierrez. Well, thank you very much. 

We will continue with questioning from Mr. Buyer from Indiana. 

Mr. Buyer. Thank you, Mr. Chairman. 

Mr. Robertson, I am touched by your testimony, and we have had 
some conversations before. In your statement, you referred to the 
military as trying to label this the post-traumatic stress disorder, 
kind of as a catch-all. I think that is a fairly accurate statement. 

And you made allusions to what occurred in Indiana with mem- 
bers of the 123rd RCOM and how that and other doctors began to 
pick up on it, rather than focusing on the exact problem, and, Mr. 
Wall, you went right at it. 

Your statements, I read them all last night. I was up until 1:30 
last night reading all of the statements of everyone so I could get 
a good feel and flavor, and, Mr. Wall, yours was perhaps the most 
harsh of everyone’s statement probably because of your inter- 
personal feelings of what occurred to you and your comrades from 
the Vietnam era with Agent Orange, and that I could sense easily, 
and I respect your words. 

I also have a son and also have this Gulf War illness, but I would 
not turn to my son and say, “Don’t enlist in the United States 
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Army,” or into the United States military. I do not look upon it as 
harshly as you do. It depends upon other issues of the present, 
gays in the military and those kinds of things, but let’s not take 
that up today. 

(Laughter.) 

But what we are dealing with here is a great opportunity. I real- 
ly think we have a great opportunity to move forward environ- 
mental science in America, and we have an opportunity because we 
have a segment of our population out there that has some multiple 
chemical sensitivities. 

The VA is not on trial here. The Army medical or the military 
medical community is not on trial here. These are individuals who 
are trained, well trained, to have diagnosis upon certain symptoms 
in which they are trained to treat, and when you are talking about 
areas in which they do not have the education, background, we are 
talking about medical ignorance, not medical stupidity. 

And I believe that the military medical community did a very 
good job in doing what they could on preventive medicine for 
Desert Shield and Desert Storm up front, trying to get us informed 
of all the many different things, but when you walk into an envi- 
ronment and are subjected to things of which you have no idea at 
the time and only later do you begin to have problems, the most 
important thing is the recognition that there is, in fact, a problem. 

I agree with you, Mr. Wall, that the United States should take 
the up-front responsibilities of the funding, and I know, Mr. Rob- 
ertson, in your particular statement, you kind of allude that it 
should be sort of an outside agency. Therein lies the thing about 
overall trust that makes it very difficult, and I vmderstand that 
personally because I am not even on the VA registry and would not 
participate in that first study at Indianapolis because I knew they 
were going to call it post-traumatic stress disorder before it ever 
even came out. I knew exactly what they were going to do, and was 
completely disappointed when that, in fact, happened. 

But I think that these hearings are a great process, and I ap- 
plaud your advocacy on behalf of these veterans. You are speaking 
for many who do not have the courage to speak up yet and are still 
in the denial phase, and many of whom are caught up in a system 
right now which seeks and needs to be corrected. That is where I 
join the spirit of your testimony, and especially yours, Mr. Wall, be- 
cause of how stringent and how harsh it was with the system, but 
I recognize the spirit from which it is being given. 

Thank you, gentlemen. 

Mr. Robertson. Mr. Buyer, I would suggest if you call your VA 
facility and get your name on the list now, you will have your phys- 
ical by the time the session ends. 

(Laughter.) 

Mr. Buyer. I will bet you are right, Mr. Robertson. You are prob- 
ably absolutely right. No, I have had a lot of physicals and am 
under treatment at this point in time, but you are absolutely right. 

Thank you, Mr. Chairman. 

Mr. Evans. Thank you. 

And we want to thank this panel. We think it is very important 
for veterans’ organizations that have been around for a great many 
years to help out for some of the new kids on the block, you might 
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say. They are not kids, but they certainly have served this country, 
and they need your organizational support, and it is very hearten- 
ing to see it. 

Thank you very much. 

Mr. Robertson. Thank you. 

Mr. Evans. We will now call forth our next panel, which is com- 
prised of Richard Schneider, Bob Miller, Erik Johnson, and Robert 
Ensslin. These distinguished four individuals represent, respec- 
tively, the Non-Commissioned Officers Association, the Air Force 
Sergeants Association, the Association of the U.S. Army, and the 
National Guard Association of the United States. If they would 
come forward, we will get them seated and hear from them. 

STATEMENTS OF RICHARD SCHNEIDER, DIRECTOR OF STATE/ 
VETERANS AFFAIRS, NON-COMMISSIONED OFFICERS ASSO- 
CIATION; CHIEF M. SGT. BOB MILLER, LEGISLATIVE AFFAIRS 
MANAGER, AIR FORCE SERGEANTS ASSOCIATION; COL. ERIK 
G. JOHNSON, JR., DIRECTOR, LEGISLATIVE AFFAIRS, ASSO- 
CIATION OF THE U.S. ARMY; AND MAJ. GEN. ROBERT F. 
ENSSLIN, JR., EXECUTIVE DIRECTOR, NATIONAL GUARD AS- 
SOCIATION OF THE U.S. 

STATEMENT OF RICHARD SCHNEIDER 

Mr. Schneider. Thank you very much, Mr. Chairman. I appre- 
ciate the opportunity to be here. 

But more than that, I appreciate the opportunity that this com- 
mittee is looking at this issue because now is the time. 

I have a statement. It has been submitted for the record. It goes 
into the background. It goes into the war. It tells about the history. 
It tells about the smoke clouds that have risen, but we do not need 
to go into that now. We have heard that story. 

I would like to go directly to the issue that we have as a Non- 
Commissioned Officers Association, and I would point out that the 
Marine Corps League also supports our positions and asked to be 
identified on the record as a part of this testimony. 

What I would say to you today is not from a medical perspective, 
but it is from a perspective of a national veterans’ service officer. 
It is from the perspective of an organization that serves both the 
active duty enlisted military of all branches of service, including 
the Guard and Reserve components. It includes the veterans and 
the retirees, the veterans of the Persian Gulf War. 

What I would submit to you today is that we have a problem. I 
cannot define the problem for you, but there is a medical problem 
today. I cannot tell you the number of people. I can tell you I be- 
lieve it is relatively small compared to the number of people that 
have gone to the Persian Gulf War. 

I can tell you that our national service officers have reported 
their dialogues with veterans and, more importantly, people on ac- 
tive duty, and here is what they have to say. 

They are concerned. They are concerned that they have a prob- 
lem, that they go to their medical treatment facility and regret- 
tably, the doctors there are not qualified in their judgment in this 
new area of environmental medicine of chemical sensitivities. We 
have people who are being given every test, and I do not doubt the 
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sincerity of the tests that are being given and the efforts that are 
being given on their behalf. They are being given every test, and 
you will hear the reports from the DOD doctors that say people 
come up clear. Yet people have inflamed joints. Yet people have 
aching. Yet people have the diarrhea. Yet people have all of the 
things that you have heard today. 

And what does it mean? It means a person goes back to duty or 
it means a person is looked at very skeptically by a doctor. It 
means that a person may be subject to a lump sum disability sepa- 
ration payment because of a physical disability. He will be sepa- 
rated for a disability that is not diagnosed, that is not recognized, 
and to which he has not been adequately treated by his perception 
of the environment in which he is serving. 

If the person is not separated because of that military disability, 
he will go back to the work place, and herein lies another problem 
because we have people who go back to the work place that do not 
have physical waivers, that there is, quote, nothing wrong with 
them, perhaps some stress, but they go back to the work place, and 
they are required to perform and to meet the standards or their 
grade and service experience. They are required to perform to those 
physical levels that is expected of all soldiers, sailors, airmen and 
Marines, Coasties, and they cannot pass the physical test. 

So then they come up under a qualitative standard, and the 
qualitative standard says you do not meet the physical profile for 
retention in this military, and they are separated under adminis- 
trative procedures. We believe that is atrocious. 

One of our recommendations is that for Persian Gulf veterans 
being separated for failure to meet physical standards, that every 
one of those people’s cases ought to be reviewed in relation to the 
medical record. 

We believe for the people who are going to get a lump sum dis- 
ability separation and be separated from the military service, that 
their records ought to be looked at, and that diagnosis ought to be 
looked at, emd if there is no diagnosis, the question ought to be 
asked: what is wrong with this person and why are we separating? 

And when we send them to the VA, are they going to be able to 
get treatment if there is nothing wrong with these people? We need 
to protect the people who are in service who because of whatever 
happened in the Gulf have reacted, and again, that number being 
small makes them more suspect. 

If an entire organization or a military unit was la 3 dng behind us 
here, that is more palatable than to have one of 300, but the reality 
is the one of 300 may be sick. His allegation may be true, and we 
need to concern ourselves with that allegation. 

I would like to point out to you that military medical care is sus- 
pect by people. If people go to the doctors, they realize that they 
are putting themselves possibly in jeopardy for a medical disability 
separation; that, secondly, if they go back to their unit and they 
fail their test, they are being looked at for an administrative sepa- 
ration; and there is a mistrust of the medical facility to look at 
them and treat them as individuals. 

And, again, I would throw this out to you, ladies and gentlemen. 
The care for these people is the best that the military can give. I 
do not believe the doctors have been trained to take care of the 
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problems that exist today. The military service is not there to 
produce medical research, and I do not think we can fault the med- 
ical treatment facilities of the military services. 

Likewise, the Department of Veterans Affairs is waiting and get- 
ting these veterans as they come across from active duty to the VA 
community. I would throw out to you that the VA has reacted very 
wisely and very logically in establishing their task force and estab- 
lishing the parameters of research which they have established, 
but they are looking into the allegation and are willing to work 
that and do the research that is necessary. 

I would throw out to you this fact. The credibility of both the 
military and the VA is going to be suspect if either organization 
says the conditions that the people have are not related to Persian 
Gulf War or related to chemical sensitivity. We as an organization 
respect both the DOD medical; we respect the VA intensely on 
their medical side. We realize there are shortcomings, but we will 
work with those shortcomings. 

Our recommendation contained on the paper is that we go to a 
civilian task force, possibly led by NIH or some other group, and 
that we advocate that the leadership include dimensions of both 
the VA and the DOD, and that all tmough the process of research 
that the American citizens and, most importantly, the veterans and 
active duty people be kept informed of the progress. 

I have a red light. I will stop. 

Thank you. 

[The prepared statement of Mr. Schneider appears on p. 269.] 

Mr. Evans. Thank you very much. 

General Ensslin, pull that microphone directly in front of you, 
please. 

STATEMENT OF MAJ. GEN. ROBERT F. ENSSLIN, JR. 

General Ensslin. Thank you, Mr. Chairman. 

The National Guard Association would like to express its appre- 
ciation to this committee and its members for all that you have 
done and continue to do to take care of the Guardsmen and Reserv- 
ists who have been called to the service of their cmmtry. 

Mr. Representative Kennedy’s testimony this morning in regard 
to the 325th Maintenance Company really is close to home for me. 
During Desert Storm, I was the Adjutant General for the State of 
Florida, and responsible for the mobilization, deployment, and de- 
mobilization of the 325th. The 325th represents an example of how 
the system can break down. 

Fortunately, the experience of the 325th was not a typical experi- 
ence, but as was pointed out, they were assigned to do the painting 
with very toxic paint in Saudi Arabia. Word got back to our head- 
quarters in St. Augustine, through the families, that this painting 
was taking place over there in the desert and that there were no 
protective masks and no protective clothing made available to the 
soldiers who were performing this task, although they registered 
their complaints, they were told to continue to march. 

When we learned of this, we reported it through Inspector Gen- 
eral channels, figuring that that would very quickly bring a focus 
on it and really wind this up. That did not t^e place. It was not 
until I took the issue to the 2nd Army Commander, Lieutenant 
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General Jim Kreisel, and he personally took it up with General 
Pagonis, the logistics guru of the desert, that this practice ended 
and protective equipment was acquired and the painting proceeded 
properly. 

We had a concern about these soldiers when they returned, and 
we sought to follow up at the demobilization station, but there was 
such a crush and such an accelerated effort to get these guys off 
active duty and back into the commimities that they did not 100 
percent receive physical examinations. 

It should be a requirement that everybody separated from active 
duty have a very thorough physical examination to provide a base 
line to track the further development of these various mystery dis- 
eases at a later period in time. 

The follow-up is continuing. These soldiers were examined at 
their home stations after they got back. I talked to the Florida Na- 
tional Guard this week, and that unit has just completed annual 
training, and there was a 100 percent examination done of all their 
soldiers during that annual training period to further track their 
physical condition. 

There are eight cases that are being evaluated at the present 
time in the Florida National Guard, and I believe that the bulk of 
them are with the 325th, but it is very important that the mobi- 
lized soldiers particularly have confidence that the leadership cares 
for them and that the leadership is interested in their welfare. 

In this particular case, there was a breakdown. Fortunately 
across the whole system there was not a widespread breakdown, 
but even one exception is too many when we are talking about sol- 
diers and their welfare. 

So I would say that we would urge that greater attention and 
greater follow-up be provided when these forces that are mobilized 
in future operations are demobilized. I think that we have enough 
experience now to know that we can anticipate in the future other 
events of this sort, and we need to have the mechanism in place 
now to be able to deal with it when the time comes. 

And, Mr. Chairman, we again thank you for the opportunity to 
be here and to participate. 

Mr. Evans. Thank you. 

[The prepared statement of General Ensslin appears on p. 281.] 

Mr. Evans. General, before we go on to the next witness, I want 
you to know that this has been a problem even with post-Persian 
Gulf veterans. I found out in the course of a hearing on another 
topic here in this committee room that the Navy and Marine Corps 
at least are not now because of the downsizing offering any 
physicals in some cases. 

So we have received some communication back from the Assist- 
ant Secretary of Defense for Force Management and Personnel in- 
dicating that they are reviewing this policy right now. So I wanted 
you to know that, of course, this is a problem that affected the Per- 
sian Gulf veterans, and it is affecting today’s people who are being 
discharged, as well. 

General Ensslin. As was said earlier, when you have been in the 
desert for eight months and somebody said you can waive your 
physical exam and go on home, because it may take us a couple 
of weeks to get around to giving you your physical examination. 
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you know what the soldier’s decision is. He feels so damned good 
to be going home he just wants to get all the way home as quick 
as possible. 

Mr. Evans. We are told that a final uniformed separation phys- 
ical policy is expected to be in place by October 1993, several 
months from now, but at least it has got their attention, and we 
appreciate you bringing it up. 

Colonel Johnson. 

STATEMENT OF COL. ERIK G. JOHNSON, JR. 

Colonel Johnson. Thank you, Mr. Chairman. 

The Association of the United States Army is very pleased to be 
here and to present testimony today, and on behalf of our member- 
ship, we want to encourage this committee to do exactly what it is 
doing. 

It has been our observation that nothing invigorates government 
bureaucracy like a little congressional oversight, and this is what 
you are doing, and we are very pleased. 

We also believe that there are some kudos that are due for the 
Army and, in particular, the Army Medical Department. I am just 
absolutely delighted that you will be hearing from, as I understand 
from the witness list. Dr. Blanck this afternoon because he has a 
very fine reputation as a very caring doctor in the Army, and it 
was his initiative, as we understand it, that got a lot of the pro- 
grams going to recognize and identify these mysterious diseases 
that are affecting even some of the active duty folks. 

And so we think that he deserves a kudo there, too, and I am 
glad that you are going to be hearing from him this afternoon. 

We think there is a definite need to continue the scientific inves- 
tigation into these various mysterious illnesses. We do not see ei- 
ther the VA or the Department of Defense having the resources to 
do that. What we would like to suggest is that you have the VA 
doing its thing; you have the Department of Defense doing its 
thing; and you have Persian Gulf War veterans who are out in the 
civilian communities going to civilian doctors. All three sectors are 
discovering things, and some of them may be very legitimate, but 
there is nobody putting it all together. Nobody is looking at all 
sides of it and saying, “Hey, this looks reasonable. Let’s look into 
that a little more.” 

The Defense Department is pursuing it, and particularly the 
Army is the one I can speak for, within their capabilities, but they 
do not have the capability necessarily at the proper level to go out 
in the civilian community and find out what the veterans have 
been experiencing, or what civilian practioners are discovering. 

And so we would urge you to do that, and once again, thank you 
for this opportunity to appear before you and to testify. 

Thank you. 

Mr. Evans. Thank you. 

[The prepared statement of Colonel Johnson appears on p. 277.] 

Mr. Evans. Mr. Miller. 

STATEMENT OF CHIEF M. SGT. BOB MILLER 

Sergeant Miller. Thank you, Mr. Chairman and the committee 
members. 
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The Air Force Sergeants Association truly appreciates having 
this opportunity to present its views on behalf of our 167,000 mem- 
bers and all active duty, retired and veteran enlisted personnel. Air 
Force, Air Force Reserve, and Air National Guard. We sincerely 
thank each of you for the efforts that you have done on behalf of 
the Nation’s veterans. 

My oral remarks will be a summary of our views. My statement 
has been submitted to your staff for entry into the record. 

As you are aware thousands of our brave veterans have suffered 
excessively over the years from unusual or mystifying ailments. For 
example, the VA recently announced that it has expanded the list 
of recognized long term effects of significant exposure to mustard 
gas. As a result, an estimated 4,000 World War II veterans who 
were subjected to high concentrations of mustard gas in full cham- 
ber and field testing may finally, after 50 years, be eligible for a 
VA disability compensation for health problems resulting from 
their exposure during those experiments. 

Also included are veterans who were exposed during World War 
I. 

Then in Vietnam we had the Agent Orange tragedy, and to this 
day over 20 years later, the casualties continue to moimt from that 
exposure. Now to our dismay it is apparent that we are experienc- 
ing a similar tragedy among Persian Gulf War veterans. We have 
learned that thousands of Persian Gulf War veterans have service- 
connected ailments and hundreds have died. These veterans sur- 
vived the normal hazards of battle only to die from other service 
related causes. 

How many more will suffer before we can act on this problem? 

It is our position that every sick veteran deserves to be quickly 
diagnosed and provided quality, state-of-the-art health care. These 
veterans are suffering from ailments with S 5 anptoms such as fa- 
tigue, skin rash, headache, memory loss, muscle and joint pain, 
shortness of breath, cough, diarrhea, suicidal tendencies, and chest 
pain. We believe the sources of these ailments may include chemi- 
cal sensitivity, parasitic exposure, radiation from depleted ura- 
nium, investigational drugs that may have been used by the U.S. 
government, and post-traumatic stress disorder. 

Some actions have been taken to assist affected veterans. With 
your help, a Gulf registry was established to track their health. 
The VA has assembled a panel of experts to examine the possible 
health effects of service in the Persian Gulf, and the VA estab- 
lished three referral centers to handle unusual symptoms in Per- 
sian Gulf War veterans. 

In spite of these positive steps, many victims are still not diag- 
nosed and await adequate care as they become gravely ill. During 
this hearing you have heard witnesses tell their personal stories 
about the facts surrounding extreme suffering of loved ones who 
served in the Persian Gulf. I urge your positive reaction to these 
reports. 

This is not just a veteran problem. Approximately one-third of 
those suffering are active duty, including Guard and Reserve. 
Within this group, a smaller problem seems to have been identified 
among Air Force members. VA and DOD health care professionals 
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do not seem to have the expertise necessary to properly diagnose 
and treat these suffering veterans. 

Conversely, we have learned that there may be as many as 600 
certified experts within the private sector that could assist if the 
framework, coordination and funding transfer capabilities existed. 

AFSA offers the following suggestions as the committee contin- 
ues to investigate and react to this critical issue on behalf of the 
heroes of Desert Storm: 

(1) We must insure immediate diagnosis and treatment is pro- 
vided for the gravely ill members. (2) Action must be taken to in- 
sure medical records are available to assist in the diagnostic proc- 
ess. (3) We must require direct coordination and transfer of knowl- 
edge and expertise between DOD, the VA, each of the military 
services, and certified private sector experts, (4) We need to estab- 
lish a suicide hotline. (5) Insure that long-term research continues. 
(6) Establish regional centers to provide temporary housing, daily 
medical treatment, and vocational training until the patient is well 
and self-sufficient. (You might consider current facilities on pro- 
jected base closure sites for this purpose.) (7) Issue a general 
health warning to Persian Gulf War veterans and their family 
members on the variety of possible conditions that may occur, in- 
cluding the extent and gravity of those conditions. (8) Provide a 
means to Persian Gulf War veterans for contacting and paying for 
services of health care providers who are certified in this area of 
expertise. (9) Compile and disseminate to Persian Gulf War veter- 
ans periodically updated summaries of advances in diagnostic and 
treatment techniques. 

Mr. Chairman, this committee’s role is invaluable to the well- 
being of our Persian Gulf veterans who are ailing. AFSA is con- 
fident that you will leave no stone unturned to overcome this prob- 
lem before you today. 

Thank you for hearing our views, sir. 

Mr. Evans. Thank you all very much. 

[The prepared statement Sergeant Miller appears on p. 273.] 

Mr. Evans. It is also great to see all of the established groups 
representing the Reserves and the non-commissioned officers and 
the Association of the Army joining in this effort to help the Per- 
sian Gulf veterans. So we thank you very much. 

Does the gentleman from Indiana have any questions? 

Mr. Buyer. Yes. Thank you, Mr. Chairman. 

To the General, my specific question is: isn’t chemical safety 
equipment part of the TO&E for the maintenance unit? 

General Ensslin. I cannot answer that, but I can sure find out, 
and I will let you know. I am not sure it is. We had it. We do a 
lot of this painting in the maintenance of our equipment. So we 
have it on hand state-side, and had it been part of the TO&E, it 
would have gone with them. 

I rather think that — ^well, I cannot really answer the question, 
but I will find out for you. 

(Subsequently, General Ennslin provided the following informa- 
tion:) 

The chemical painting safety equipment is not a part of the maintenance units 
TO&E. Therefore it was not readily available to the 325th Maintenance Company 
when they were mobilized and deployed to Saudia Arabia. 
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Mr. Buyer. A lot of that painting was done at the port in 
Dharan, was it not? 

General Ensslin. Yes, it was, and of course, the 325th caught 
the painting twice. They were painting a lot of the 7th Corps vehi- 
cles desert tan, and then as they returned to Germany, they were 
painting them back in the green color. So a tremendous amount of 
the painting took place after the hostilities were over, when it was 
not really an emergency kind of situation. 

And someone probably in the leadership chain did not under- 
stand the danger of that particular proposition or somebody would 
have shut it down quickly. 

Mr. Buyer. 1 can recall being at the port during unloading. You 
mentioned Pagonis. I was one of Pagonis’ lawyers, and I remember 
driving by the port and seeing a spraying operation. I remember 
seeing some protective gear. I know they had big booms for their 
spray, and also the exigencies of the circumstances of the environ- 
ment to get ever 5 d;hing out the tanks to the front line, and swap 
out tanks. All of this, as you are fully aware, was extremely impor- 
tant. 

If, in fact, safety was let down, that is a tremendous responsibil- 
ity that we, I think, have to take. So I am real curious. If you could 
let me know? 

General Ensslin. I will. 

Mr. Buyer. Thank you. 

Mr. Schneider, you are a very articulate gentleman. When you 
recommended the appointment of a civilian health task force, are 
you recommending that this be taken out of supervision of the VA 
and out of the military medical communit^s supervision and NIH 
should fund some separate research into this and not allow partici- 
pation? 

Mr. Schneider. Oh, no, no. I did not say not allow participation. 
VA and DOD have to be full players, and they have to be a part 
of the leadership of the organization, but as we put together many 
composite groups to work on task groups, I think the leadership 
should be outside of the sphere of the VA or the DOD, and again, 
credibility is the question. 

The VA is going to be suspect, as they have been for 25 years 
on Agent Orange. The military service is going to be very suspect, 
as they have been to troops who have come in and said, “I have 
a problem,” and what we are attempting to do is to put both the 
military health people, the VA health people, with civilian re- 
searchers, and allow them collectively to develop the review proc- 
ess. What dimensions? Who should do what to whom? What 
records need to be available? And proceed from there, and ulti- 
mately issue the final edict of the research task force. 

Mr. Buyer. Well, that, Mr. Chairman, is part of what Colonel 
Johnson is talking about. We have so many people out there going 
down certain avenues and the questions is how do we put it all to- 
gether in a collective thought to the betterment of everyone? 

And I am glad that, in fact, is your answer because when you 
are talking about the trust of the VA or the medical military com- 
munity, you are not enhancing the trust if you separate them out 
from any task force in moving forward because they have to be ac- 
tive players in that process. 
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Mr. Schneider. If you would not mind, I would just like to make 
a comment. It is very hard for people who want to give quality 
health care not to have the resources and the knowledge to provide 
the health care, and that is the problem right now within the mili- 
tary, within the VA. We have got quality, dedicated people ready 
to serve their patients. 

Mr. Buyer. They just do not know. 

Mr. Schneider. How? That is the question. 

Mr. Buyer. Right, right. Thank you very much. 

Thank you, Mr. Chairman. 

Mr. Evans. Sergeant Miller, you indicated that we should per- 
haps look toward certified private practitioners. Do you know who 
certifies them? Is there an agency that actually certifies them at 
this point or who should certify them? 

Sergeant Miller. I do not. I must tell you that until recently, 
our association was not aware of the magnitude of this problem, 
and we have done a lot of research recently and obtained as much 
information as we could, and it was during that research that we 
came across this information. 

I could possibly find more specifics for you on that, but I do not 
have it now. 

Mr. Evans. That would be helpful if you can. 

Mr. Buyer. Mr. Chairman. 

Mr. Evans. The gentleman from Indiana. 

Mr. Buyer. I just have one more if I may to the General. 

Are your members of the National Guard getting access to the 
VA or finding they have einy problems? 

General Ensslin. I am not aware of problems of getting access 
to the VA. They have not been reported to the association. I will 
be glad to 

Mr. Buyer. Would you look into that for me? 

General Ensslin (continuing). Pose a few questions and let you 
know the answers. 

(Subsequently, General Ensslin provided the following informa- 
tion:) 

Inquiries made through our own National Guard Association medical task force 
and other sources indicate that there are no reported problems at this time in mem- 
bers of the National Guard who are Gulf War veterans gaining access to the VA. 

Mr. Buyer. Because as we move forward in the downsizing, we 
have placed more emphasis upon the one force structure and the 
total force concept. I also serve on the Armed Services Committee, 
and have great respect for the National Guard and the Reserves. 
They are going to play a part in that, especially now, to meet sec- 
ond contingencies. 

General ENSSLIN. Right. 

Mr. Buyer. And if it is total force concept during time of war, 
it is also total force concept during time of peace, and that also 
means in treatment. So I want to make sure the National Guard 
is also being included and taken care of. 

Thank you. 

General Ensslin. Yes, sir. 

Mr. Evans. Thank you very much. We want to thank this panel 
again for their work and waiting for so long to get to testify today. 
Thank you very much. We appreciate it. 
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Members of our next panel are Dr. Claudia Miller, Dr. William 
Johnson, Dr. Charles Hinshaw, Dr. William Rea, Dr. Edward 
Hyman, Dr. Victor Gordan. If they would come forward at this 
time, we’d appreciate it. 

Dr. Miller is a physician, researcher and an assistant professor 
in environmental and occupational medicine. Department of Family 
Practice, University of Texas Health Science Center at San Anto- 
nio, TX. 

Dr. William Johnson is a physician and recently retired from the 
Army. He currently resides in Augusta, GA. The subcommittee, of 
course, particularly appreciates his participation in this hearing at 
this time. 

Dr. Hinshaw is president of the American Academy of Environ- 
mental Medicine. 

Dr. Rea is president. Environmental Health Center, Dallas, TX. 
Dr. Hyman is a physician in private practice in New Orleans, 
LA. 

Dr. Gordan is a physician at the VA Medical Center in Man- 
chester, NH, and he will be presenting his personal and profes- 
sional opinions today. 

I want to thank all these doctors for waiting so long to testify. 
I don’t think we’ve had so much talent at our witness table at one 
time and we’re sorry to hold you up so long. 

Dr. Miller, we will start with you. And, of course, we’re going to 
include your entire statements in the record so if you could summa- 
rize and try to keep within five minutes, we would appreciate it. 
Dr. Miller. 

STATEMENTS OF DR, CLAUDIA S. MILLER, ENVIRONMENTAL 
AND OCCUPATIONAL MEDICINE, DEPARTMENT OF FAMILY 
PRACTICE, UNIVERSITY OF TEXAS HEALTH SCIENCE CEN- 
TER, SAN ANTONIO, TX; DR. WILLIAM JOHNSON; DR. 
CHARLES T. HINSHAW, JR., PRESIDENT, AMERICAN ACAD- 
EMY OF ENVIRONMENTAL MEDICINE; DR. WILLIAM J. REA 
PRESIDENT, ENVIRONMENTAL HEALTH CENTER, DALLAS, 
TX; DR. EDWARD S. HYMAN; DR. VICTOR GORDAN, PHYSI- 
CIAN, VA MEDICAL CENTER, MANCHESTER, NH 

STATEMENT OF DR. CLAUDIA S. MILLER 

Dr. Miller. I want, first of all, to thank the subcommittee for 
inviting me and please bear with me on some of these portions 
which may seem somewhat didactic, but it provides some impor- 
tant background information, I hope. 

My name is Claudia Miller. I’m a physician, researcher and con- 
sultant to the Department of Veterans Affairs and also an assistant 
professor in environmental auid occupational medicine at Univer- 
sity of Texas. 

A gentleman from MIT, Dr. Ashford and I co-authored a report 
for the New Jersey Department of Health on chemical sensitivity 
and a subsequent book on this subject. 

Recently I served on Secretary Brown’s Blue Ribbon Panel on the 
Gulf veterans’ health problems. 

During today’s presentation I will highlight three issues. First, 
growing numbers of physicians like myself are becoming concerned 
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that we may be seeing a new medical problem, one that is being 
called chemical sensitivity. The origin and nature of this problem 
is the subject of intense debate among physicians and researchers. 
And finally, a specially designed hospital facility, an environmental 
medial unit is needed in order to diagnose whether or not veterans’ 
health complaints are the result of chemical exposures. 

Physicians are seeing growing numbers of patients who report 
symptoms such as we’ve heard today following exposure to sol- 
vents, pesticides, combustion products and buildings with poor in- 
door air quality. These patients include industrial workers, office 
workers, school children, persons living near Super Fimd waste 
sites and most recently Gulf War veterans. They report a wide 
range of symptoms that wax and wain over time in a seemingly un- 
predictable manner and may see ten or more physicians, imdergo 
costly and invasive testing and may be sent to psychiatrists as a 
last resort. 

Some patients discover that common exposures such as perfume, 
fresh paint or traffic exhaust trigger symptoms. Although many pa- 
tients report being allergic to these substances, usual allergic 
mechanisms do not appear to be involved. 

Some physicians believe that low level exposures could not cause 
such severe symptoms. But many patients disagree and their views 
are supported by a growing number of professionals who suspect 
that extremely low levels of chemicals may cause disabling symp- 
toms in some individuals. 

One hypothesis supported by animal studies is that exposure to 
certain chemicals may sensitize the limbic system. The limbic sys- 
tem is the brain region that is most closely connected to our envi- 
ronment via the olfactory nerves in the nose. The limbic system 
profoundly affects our emotions. It is esssential for laying down 
new memories and it influences hormone production and involun- 
tary nervous system function. Thus, for example, if exposure to a 
solvent sensitized the limbic system thereafter even tiny amounts 
of that solvent or other unrelated chemicals might cause erratic 
signaling disrupting not only mood and memory, but also digestive, 
respiratory and other vital functions. 

To illustrate, one 45 year old mechanic whom I saw had worked 
with solvents most of his life without difficulty. He had been in 
good health when he was deployed to the Gulf where he continued 
to work as a mechanic. One day a Saudi truck drove through fog- 
ging his work area, probably with pesticides. He became dizzy, 
nauseated, short of breath, experienced chest tightness and devel- 
oped a rash. He was hospitalized and a suspected heart attack was 
ruled out. He returned to his unit but a week later another truck 
came thorough fogging and he developed the same symptoms 
again. He recovered and was sent back to the United States for 
medical reasons. 

Soon after his return he was playing volleyball when someone 
came by to clean a piece of exercise equipment with lacquer thin- 
ner. He experienced similar symptoms as before and again went to 
the hospital. He recovered and returned to his job as a mechanic 
only to find that now he became ill around solvents and paints he 
had worked with for years. He visited a physician’s office that had 
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recently been caiyeted and, again, became ill. He could not tolerate 
perfume or cleaning agents that were used at home. 

This gentleman is, perhaps, somewhat unusual. Other veterans 
have not sorted out the relationship between their symptoms and 
exposures in such detail. But, growing numbers are reporting fa- 
tigue, numbness, dizziness, headaches and other symptoms we 
have heard about which they link to common chemical exposures. 

Urgently needed is a clinical tool for determining whether or not 
chemical sensitization is at the root of these patients’ problems. 
There’s a growing consensuses among experts, even the doubters, 
that these questions cannot be answered without an environmental 
medical vmit — a super clean hospital environment in which chemi- 
cal exposures have been reduced to the lowest levels possible via 
special filtration of the air and special furnishings that don’t re- 
lease chemicals into the air. There, applying scientific protocols, pa- 
tients can be removed from their usual home and work place expo- 
sures to see if they improve, and if they do, be reexposed to very 
low levels of common chemicals to see whether their s 5 mptoms 
recur. 

The National Institute of Environmental Health Sciences has de- 
scribed this concept as the single most important way to develop 
a reliable clinical approach for the diagnosis and evaluation of 
chemical sensitivities. This approach has also been endorsed by 
physicians and researchers attending two national workshops on 
chemical sensitivity — one sponsored by the National Academy of 
Sciences and the other by the Agency for Toxic Substances and Dis- 
ease Registry, ATSDR. 

The National Academy of Sciences participants agreed that the 
use of an environmental medical imit to test for the presence or ab- 
sence of chemical sensitivities should have the highest priority in 
any research agenda. 

Today, almost two years since these meetings, no facility for sci- 
entific inquiry exists. Without it, there is little hope of finding a so- 
lution. Just as the invention of the microscope enabled physicians 
to identify bacteria and control infections, so an environmental 
medical imit now is needed to enable us to diagnose and treat the 
health problems of the veterans and other Americans whose health 
may be at risk from environmental exposures. 

Hopefully, the military and the VA could do a great service to the 
public as a whole by advancing the science in this area and help 
the health of the veterans at the same time by funding such an in- 
vestigation. 

Thank you for this opportunity. 

[The prepared statement of Dr. Miller appears on p. 285.] 

Mr. Evans. Thank you. Dr. Miller. 

Dr. Rea, if you could go next, we’d appreciate it. 

A vote is pending and we’d like to try to accommodate two more 
people, including you, before we break. So if you could summarize 
your statement in about five minutes, we’d appreciate it. 

Dr. Rea. All right. 

STATEMENT OF DR. WILLIAM J. REA 

Dr. Rea. Environmental Health Center in Dallas is a 
multispecialty medical surgical clinic with several research sci- 
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enlists. I’m not only the chief surgeon and medical director of the 
center, but I’m also the first world professor of environmental med- 
icine at the Robens Institute, University of Surrey in England. 

Our clinical labs in Dallas and basic research labs in England 
are dedicated to stud 3 dng basic ways that toxic chemicals impede 
optimum health. 'The effects seen in the Desert Storm patients are 
similar to those seen in other chemically sensitive patients. We 
have been interested in Desert Storm veterans before the Iraq war 
stated. In fact, we contacted the U.S. military six months before 
the war suggesting that military personnel might be effected by the 
pollution and develop chemical sensitivity. We were basically told 
that they had everything under control and didn’t need our advice. 

The Saudi government suggested that we come over the day be- 
fore the bombings started, i&d we felt this was a little too late to 
institute the program there for the Saudi citizens. 

Over the past 20 years my colleagues and I at the Environmental 
Health Center have seen over 20,000 chemically sensitive patients. 
Our treatment has been quite successful in the majority. In fact, 
I have written a book on our experience with 20,000 of these pa- 
tients and explained the scientific and clinical basis of chemical 
sensitivity. 

About ten months ago we were approached by some veterans 
with chronic recurring problems that hadn’t been solved by their 
other physicians. The one patient you heard was Gary Zuspann 
and at that time we saw Gary, he was totally incapacitated, bed- 
fast. In fact, I had to call a friend in Temple, TX, to get him to put 
him on oxygen so he could make it up to Dallas because we 
couldn’t get the VA doctors to do it at that time. 

He had lost 30 pounds and was unable to eat any foods and was 
having difficulty breathing and could hardly stand up. We placed 
him in our environmentally controlled unit at the Environmental 
Health Center, similar to what Dr. Miller is asking for at the Vet- 
erans Hospital. We had to give him intravenous nutrition, feed him 
totally by threading a catheter down toward his heart and just 
feeding him that way for several days. Then he gradually gained 
strength and by the time he left the hospital, we had him riding 
a bicycle. And he also got so he could eat foods. 

We basically used the protocol for the American Academy of En- 
vironmental Medicine, the physicians have developed this over the 
last 20 years and Dr. Hinshaw will go into this a little more. But, 
basically, the principal is one of massive avoidance of toxics in food, 
air and water, supplementation with the nutrients that are needed 
to fuel the detoxification systems and also build an environ- 
mentally controlled room for the patient at home, such as we did 
with Mr. Zuspann so that he could live in a less polluted environ- 
ment until his system recovered. 

Now the second cases — ^there are two cases that I wanted to talk 
about a little bit — these veterans were the father and son team 
that were in Desert Storm. They were in the mechanical pool. They 
were exposed to just a myriad of substances. Besides the fire, they 
were also exposed to spraying, they were exposed to the motor pool 
fumes, from the kerosene heaters. A lot of times they stood for five 
minutes hooking up a trailer while the exhaust was blowing in 
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their face. So they had what we call a massive total environmental 
level. 

And both of them started feeling somewhat bad, however they 
just went on. And when they came home the father got to the point 
where he was going to be Imocked out of the National Guard unit 
because his health was so bad he couldn’t do his mechanic’s job. 
And it’s sort of a typical story that we’ve heard, also and you’ve 
heard several times here today. 

He had many of the characteristics which we have seen in the 
veterans such as headaches, hoarseness and muscle pain, joint 
pain, unable to work; the usual sensitivity phenomena we’ve seen 
in the other 20,000 chemically sensitive patients, including odor 
sensitivity. But one of the things that was so important is it’s easy 
to diagnose if you have the brain dysfvmction that Dr. Miller was 
talMng about. If they can’t stand on their toes with their eyes 
closed, you have a potential diagnosis of neurotoxic brain. This vet- 
eran couldn’t. He went home and told his son, junior, who also had 
been in dessert storm and who was a karate expert and had always 
been nimble and quick on his toes. He said this a baloney, he said 
nothing to it. He goes up on his toes and he crashed. He was in 
our office the next day. We have treated both of them now and 
the^ve done extremely well. 

We have done the spec brain scans on these patients. This is an 
old technology that’s now been melded with a new technology that 
Dr. Simons has developed in Dallas. He was vmable to be here 
today but he did put in his testimony on this technique. 

Basically you have three cameras and you do a brain scan on 
them and you can measure both cerebral flow and function. These 
Desert Storm patients that we have seen have been able to do this 
type scan on and who have clinical brain dysfunction of the type 
that you heard about today also have the neuropathy. They have 
a distinct pattern that’s unique in the radiological world and can 
be diagnosed as neurotoxicity. I think this is a modality that per- 
haps the military and the veterans might want to take up that 
would help them in diagnosing this problem. 

The other thing is we have blood levels on all these patients and 
there is somewhat of a pattern that you heard about from Mrs. 
Zuspann about the methyl pentanes and the trimethyl benzenes 
and so on. 

In addition to that we’ve been able to do challenge tests on these 
patients. If you get them away from the toxic substances, as Dr. 
Miller was talking about, for three or four days and then challenge 
them with them, you can actually scientifically prove cause and 
effect. 

So, since I see my time’s up, I would like to say that our center 
would offer to the military and the veterans any of our facilities we 
have to immediately treat veterans until the veterans hospitals 
could gear up. It takes about a year to build a proper environ- 
mental unit and make it decontaminated. I don’t think these pa- 
tients should wait that long to get treatment. 

The other thing is, I thi^ cost-effectively in many physicians’ of- 
fices around the country, many outpatients of military and the VA, 
could be treated as outpatients at a very low m^dntenance cost once 
they’re taught how to assess the effects of environmental pollutants 
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upon their body. We’d be certainly willing to offer our clinic service 
to teach them how to handle these problems. 

[The prepared statement of Dr. Rea appears on p. 299.] 

Mr. Evans. Thank you, doctor. Because of the time, I think we’re 
going to have to recess now, but I hope it will be a short recess. 

Congressman Kennedy will assume the chair when he returns 
and will continue the hearing. 

Thank you. 

[Recess.] 

Mr. Kennedy (presiding). The^ subcommittee will come to order. 

Our next witness will be Dri Charles Hinshaw, who is with the 
American Academy of Environmental Medicine. Please proceed. Dr. 
Hinshaw. 


STATEMENT OF CHARLES T. HINSHAW, JR. 

Dr. Hinshaw. Mr. Chairman, Committee members, ladies and 
gentlemen, thank you for this opportunity to address your House 
Veterans’ Affairs Committee. 

In preparing my testimony I was reminded of a story about the 
actor Cary Grant. It seems that a particularly obnoxious reporter 
wanted to know his age. And while on set one day the telegram 
came to Mr. Grant, “How old Cary Grant?” In a twinkle his reply 
was, “Old Cary Grant fine. How you?” 

I think that’s what we’re tallang about today. We’re asking the 
Persian Gulf veterans how are you and unfortunately not all of 
them can answer fine. 'The mysterious illness afflicting the Persian 
Gulf veterans is multiple chemical sensitivity. I repeat, the mys- 
terious illness afflicting the Persian Gulf veterans is multiple 
chemical sensitivity. 

To expand and clarify what I mean by the dia^oses of multiple 
chemical sensitivity, let me explain that in this instance I refer to 
an illness that has been induced or triggered by exposure to hydro- 
carbon compounds derived from petrochemicals. We have all heard 
today of the sources of all the various petrochemicals and of their 
combustion. 

I’m also not trying to belittle the other environmental exposures 
that occurred because I think they’re important. Dr. Rea alluded to 
this when he spoke of the total exposure and how it effects our 
physiology. 

I am appearing before you today as President of the American 
Academy of Environmental Medicine. The Academy of Environ- 
mental Medicine was founded in 1965 and currently has 575 mem- 
bers. A majority of these members are doctors of medicine and oste- 
opathy. A smaller number of paramedical professionals and Ph.Ds 
are also Academy members. 

The Academy of Environmental Medicine has been studying and 
teaching about chemical sensitivity for 28 years. One of the current 
and active members of our Academy you’ve Just heard from. Dr. 
William Rea. He has literally written the book on chemical 
sensitivity. 

Approximately one year from the date of the Persian Gulf War 
reports of a mysterious illness effecting some of the Persian Gulf 
veterans began to surface in the medical community. In the sum- 
mer of 1992 following a description of this illness on the television 
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program 20/20, 1 was motivated as President of the Academy of En- 
vironmental Medicine to form a committee for the study of this ill- 
ness. I was struck by the reported lack of identifiable abnormalities 
in the veterans either from conventional medical or from conven- 
tional psychiatric testing. 

A six member panel of physicians with particular interests and 
expertise in the field of environmentally triggered multiple chemi- 
cal sensitivities was formed. This committee, which we call the 
Desert Storm Committee, developed a study protocol with the ob- 
jective of answering the question either positively or negatively, do 
the Desert Storm veterans have multiple chemical sensitivities 
which have been triggered by environmental exposures in the Per- 
sian Gulf to hydrocarbons or other environmental factors unique to 
the Persian Gulf War? 

The Desert Storm protocol as developed is an extensive study of 
each Desert Storm veteran including a detailed environmental his- 
tory, physical examination and tests for metal and chemical expo- 
sures, tests in evaluating the immime response to environmental 
exposures, tests for routine inhalant and food allergies and chal- 
lenge tests for response to exposures to specific hydrocarbon type 
chemicals. 

All participating physicians were asked to waive any fees which 
were not reimbursed by insurance and all participating laboratories 
furnished their services at no charge or at their cost. In spite of 
this, the total cost for testing recommended in the protocol is $725. 
Frankly, with the invaluable cooperation of Major Richard Haines, 
and that would be in recruiting patients, I expected that our goal 
of examining 100 exposed veterans and, hopefully, 100 nonexposed 
veterans, would be easily reached. However, this has not proved to 
be the case. 

The report of our findings to date, which I believe to be rep- 
resentative and to reflect an accurate picture of Desert Storm prob- 
lems, nevertheless covers only 25 patients. The number of protocols 
which have b^en totally completed to date numbers only six. 

The findings of our, admittedly, incomplete study are as follows. 
First, I would say the physical findings are much as have been dis- 
cussed today. The most common symptoms have been fatigue, 
symptoms related to the bones and joints and muscles, loss of short 
term memo^, headache and skin rash. 

The positive laboratory findings have also been alluded by pre- 
vious speakers and have, again, been remarkably sparse. Inhalant 
and food allergies have been identified in five of the veterans, in- 
creased chlorinated and aromatic hydrocarbons in one veteran, 
positive antinuclear antibodies in one veteran, changes in the im- 
mime system in one veteran and increased liver enz 3 nnes sugges- 
tive of liver toxicity in one veteran, increased colonization of the in- 
testines by Candida albicans, a yeast, in one veteran and increased 
levels of 2 methyl pentane and 3 methyl pentane in two veterans. 

Significantly, testing for chemical sensitivity within the physi- 
cian’s offices has been much more informative. I am going to have 
to skip some because of the red light, but I would say that every 
veteran tested in our study, tested by challenge testing for chemi- 
cal sensitivity, has had a positive result. That’s 100 percent. 
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I know of another study in which 26 of 27 veterans so tested 
were positive. This puts the number in the high 90 percents. That’s 
almost as good as a pregnancy test, so that’s considered a very ac- 
curate test. 

How do you treat chemical sensitivities? We’ve already talked 
about it to some degree. Avoidance of chemical exposures is the 
main thing. This is environmental control — ^very important; an- 
other thing would be nutritional supplementation. 

And one study I do want to mention has been conducted by Dr. 
Andrew Brown of Alabama. He treated four of his patients with an 
antifungal agent called Sporanox. Their degree of improvement, 
this means return to normal, he rated as 80, 90, 95 and 100 per- 
cent. 

Another veteran received Sporanox plus a broad spectrum anti- 
biotic and that patient had about 90 percent recovery. 

A third patient on a antibiotic alone had about 85 percent recov- 
ery. 

If you’d like later. I’ll be glad to discuss the relationship between 
yeast and the immune system and chemical sensitivity. 

These findings are preliminary. We hope to obtain enough num- 
bers in our study to obtain statistical significance, which I believe 
we’re approaching now. The current plan is to present the results 
of these studies at our annual meeting in October and at that time 
the results will be released to the rest of the scientific community 
and to the press. 

Thank you. 

[The prepared statement of Mr. Hinshaw appears on p. 294.] 

Mr. Kennedy. Thank you. 

Our next witness is Dr. Edward Hyman who has drawn a great 
deal of attention to this issue. I personally am looking forward to 
your testimony. Dr. Hyman, and I hope in your testimony you’d 
have an opportunity to address some of the attacks that have taken 
place on your practice as well as some of the fees that the VA cites 
when talking about some of your work. But, as we’ve heard earlier, 
your testimony has indicated — the results have indicated by many 
of your patients that they feel you’re taking good care of them. So 
I’m very much looking forward to what you have to tell us. Please 
proceed. 


STATEMENT OF DR. EDWARD S. HYMAN 

Dr. Hyman. Thank you. Congressman Kennedy. 

I am pleased to be one of the very few full time solo privately 
practicing physicians ever invited to bring his views on medicine to 
the Congress. Let me start off with what you suggest. 

Since the subject has already come up, and Secretary Brown has 
condemned me in public in Tuskegee, AL, let me first clear a few 
points. 

All of my services have been pro bono publico. This includes pro- 
fessional services, accumulated expertise, laboratory work into the 
night and the expense of the laboratory supplies. 

Congressman Bachus of Alabama suggested that patients after I 
treat them, should be reexamined at Walter Reed. In the past this 
has not been very constructive. Many of them have been drawn 
back to the veterans hospitals where they have been reexamined 
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extensively and the Veterans sent them a bill for it. I think that’s 
fascinating. 

Congressman Bachus, please don’t confuse my work with leish- 
maniasis. It’s totally unrelated. And the nurse who is afflicted and 
evidently didn’t make contact, I apologize to her personally. I think 
it’s important that to mention that my office was grid locked with 
phone calls after this information leaked out. I’m a solo practitioner 
and I had a little bit too much heat in the office on that occasion. 

Let me continue with my own essay. Following my father and 
uncle, medicine has been my life. I entered college at 15 already 
committed for medicine and I had my baccalaureate in chemistry 
and my M.D. from Johns Hopkins at six weeks after my 21st birth- 
day. I’ve had considerable post-graduate training, Mr. Kennedy, in- 
cluding at Harvard. 

Although the veterans’ illness is the government’s problem, I 
could not sit idly by and let those veterans suffer from some mys- 
terious illness when I’d successfully treated a similar illness in ci- 
vilian life and I thought I could help them. After the rebutts from 
official channels, I finally got to the problem by way of a CNN 
broadcast. 

Thousands of Desert Storm victims have consulted hundreds of 
doctors and no specific diagnoses has been made. No code number, 
and here’s the code book, no code number has been assigned, and 
there are no guidelines to follow. The illness is not in the current 
text and it’s not in the unfortunate cook book, yet it exists. 

The illness I find is a bacterial infection that causes bacteria to 
appear in the urine. The bacteria in urine serve as a marker for 
the disease. Unfortunately, these bacteria are not found by the rou- 
tine hospiteil laboratory and I want to explsiin why. The reason 
hinges on the word “significant.” And I’ve graphed it for you. 

In the graph on significant bacteria in urine (pointing to the 
graph which is the same as in the formal presentation), the vertical 
heavy black line starts in 1876 when Louis Pasteur first mentioned 
bacteria in urine to the Academy of Sciences in Paris, and it ex- 
tends to 1956 when it took a big red detour due to the misinter- 
pretation of the work of someone from Boston. During that time a 
lot of investigators found a lot of diseases in which the bacteria 
would appear in the urine, for example, typhoid, tuberculosis, bru- 
cellosis, scarlet fever and many other diseases. 

This becomes very important in the next round. In 1956 a very 
excellent investigator at the Boston City Hospital, studying a dif- 
ferent problem, postulated that the only significant bacteria in 
urine are those that grow freely in urine, and thus they achieve 
very high counts in the bladder because the bladder is an incuba- 
tor. So he made a ve^ clean and decisive “cut off” point. If they 
appear in urine in high numbers (above 100,000 per milliliter), 
the^re significant; and if they don’t appear in high numbers, 
they’re not significant. 

Now due to the misinterpretation of his thesis, all the works of 
those excellent investigators listed here who had studied bacteria 
in urine, were then swept away. I studied under some of those doc- 
tors. After three international conferences this high bacterial count 
standard became the laboratory surrogate for “significant” bacteria 
in the urine, or for kidney disease, or for kidney infections, or 
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whatever you want to call it. This surrogate is used today, and in 
the laboratories in the best of hospitals in the United States and 
in the government hospitals, it’s written in stone. The bacteria of 
tuberculosis, typhoid, brucella, and scarlet fever, if found in the 
urine are not significant anymore. 

Well, there are those of us who started into the problem of bac- 
teria in urine long before that detour to the right. We learned to 
look at bacteria in the urine and I learned to grow bacteria, even 
the fastidious ones, in the 1940’s, we grew them the way the old 
timers did it. Pasteur was not studying bacteria in urine beyond 
his initial remark, (referring to the chart), but starting in the 
1910-1920 range. Others were I learned from one of the excellent 
bacteriologists who was Chairman of Medicine at Washington Uni- 
versity and later Chairman in Microbiology in Johns Hopkins, Dr. 
Barry Wood. I grew the brucellae for his study. I learned a lot. 

Many of us never believed that this detour was very important 
so we went straight ahead. All I want to point out to you today is 
that the Persian Gulf problem is right there on the straight line. 

But how do you explain this detour to the new generation of doc- 
tors who have graduated since 1956, who have been taught that 
this detour is the golden rule, and that there can be none other. 
That includes the professor who taught them and the editors of 
journals? That difference between the detour and the straight line 
is a real problem. 

Next, how do you treat the illness I find? Well, you can grow 
them out, but that is a slow procedure. Rosenow did it in 1910, 
Brewer did at Columbia University in 1911. Young at Johns Hop- 
kins, Seidman at Hopkins and so forth. Longcope at Hopkins was 
my professor. They grew the fastidious germs out, but it’s a tedious 
procedure. The next thing you learn is that the sensitivities in the 
laboratory are not necessarily appropriate in vivo. It’s in the 
human that you’re concerned, not whether you can eliminate the 
germ in beef broth. 

So you revert to another well known scientists called Paul Ehr- 
lich. He’s the one who created the term the “magic bullets.” He also 
created a term chemotherapy. He synthesized arsenicals. He saw 
the spirochete of syphilis under the microscope. You still can’t grow 
these bacteria today. He gave his arsenicals (his antibacterial 
agent) by vein and the bacteria disappeared. He had destroyed the 
germ of syphillis in the human, and he cured syphillis. The analogy 
is perfectly simple. If a hunter hunting birds shoots his rifle and 
the bird falls, he hit the bird. If the bird flies on, the odds are he 
missed it. He can try again. You hit bacteria analogously. 

Paul Ehrlich gave his antibacterial agents and the bacteria dis- 
appeared, as witnesses xmder the microscope. He had hit it. We 
had our first real treatment for syphilis. He got the Nobel Prize in 
1908, that’s not recent. His method is still the bedrock of medicine. 
Let’s dismiss this term “experimental” that has been applied to my 
giving antibacteria to eliminate bacteria that I see under the micro- 
scope. It has no meaning there. 

Mr. Kennedy. Dr. Hyman, we would just like you to know that 
we’re — ^you’re well over the five minutes but maybe you could have 
a minute or so to try to wrap it up. 

Dr. Hyman. Please, I had to start off by entering — all right. 
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With this approach I’ve treated well over 100 patients without a 
single significant adverse effect. The clinical results are rewarding, 
I still do all the urine examinations. I follow each patient carefully. 
I’m pleased to state that three veterans are essentially well of the 
five I’ve treated. One wife is also well. One of the veterans not 
quite well is the Marine captain who testified today, and he’s al- 
most well now. He’s improved considerably in the past 24 hours. 
One veteran has had incomplete recovery, but he was deep in trou- 
ble and had lost his job over a year ago. 

When I return to New Orleans I have four more of them sched- 
uled for admission to the hospital. 

I examine all the urines myself and I’ve seen lots of urines of 
persons who had this syndrome and who are scattered throughout 
this country, those urines are “positive” also. They have bacteria 
greatly in excess of what I consider normal after 45,000 urine 
analysis. 

At this point I think it’s fair to ask that the government to help 
those who have gone to battle. In my experience the illness is 
chronic. Under treatment it fades slowly and it’s apt to relapse. 
You must track it. It will not go away by itself. It is likely to be 
proOTessive. Some, as you’ve heard, have lost their brains phys- 
ically. Rumor has it there have even been deaths. 

Finally, gentlemen, the Vice President has declared that the solo 
privately practicing physician will become extinct. Thus, I hereby 
ask for federal protection under the Endangered Species Act. 
Thank you. 

[The prepared statement of Dr. Hyman appears on p. 303.] 

Mr. I&NNEDY. You look like you’ve got a ways to go there, Doc. 

Next is Dr. William Johnson of Augusta, GA. 

STATEMENT OF DR, WILLIAM JOHNSON 

Dr. Johnson. I’d like to thank the subcommittee members for in- 
viting me here today and for the privilege of addressing this body. 

I am a board certified specialist in pulmonary diseases, internal 
medicine, occupational medicine and general 

Mr. Kennedy. Doctor, could you slip that microphone a little 
closer, please? 

Dr. Johnson. I’m a board certified specialist in pulmonary dis- 
eases, internal medicine, occupational medicine and general pre- 
ventative medicine. For the last 12-plus years I have been a pul- 
monary disease specialist at the Eisenhower Army Medical Center 
at Fort Gordon, GA. I am now a retired Colonel. I made a decision 
not to sign a contract with a bonus and presently in the middle of 
obtaining a job with another federal agency for professional 
reasons. 

Approximately 180 individuals from the 325th maintenance com- 
pany, a National Guard unit based in Lake Wales, GA, were in- 
volved in the spray application of paint on military vehicles in 
Saudi Arabia from November 1990 until May 1991. Green military 
vehicles were painted a dessert sand color. After Desert Storm 
these vehicles were repainted green prior to leaving Saudi Arabia. 
Chemical agent resisting coating or CARC paints which contained 
hexamethylene dissocyanate or HDI in addition to solvents and 
pigments were used in these operations which were basically Indus- 
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trial operations under primitive conditions. HDI is a recognized 
pulmonary hazard and has been associated with asthma, bronchitis 
and chemical pneumonitis. Non specific bronchial reactivity or 
asthma can occur following cessation of exposure. 

As early as 1976 NIOSH, the National Institute for Occupational 
Safety and Health, published a recommended standard for these 
diisocyanates including the HDI. Basically NIOSH recognized the 
degree of the hazard and called for very low levels of exposures and 
calls for the use, essentially, of supplied air respirators. 

In 1987 the U.S. Army Environmenteil Hygiene Agency issued 
guidelines for controlling health hazards in painting operations. 
The Army adopted the 1976 NIOSH recommended exposure limits. 
The Army additionally required the use of supplied air respirators 
in these paint spraying operations unless one could document ex- 
tremely low levels by air sampling. And, of course, one cannot dem- 
onstrate low levels in these types of operations. 

And what I mean by an air supply respirator is actually having 
tubing with compressed air going directly to your respirator. The 
air isn’t filtered, but you are supposed to be provided fresh air. And 
it’s a lot safer than a filter or an organic cartridge respirator. 

Spray painting operations were conducted in a limited number of 
maintenance tents with two open ends; one for the entry and one 
for the exit of vehicles. Initially, the workers were reportedly not 
provided respirators. Eventually they were provided organic vapor 
cartridge respirators, which does not go by the standard. And fi- 
nally, they were provided supplied air respirators. 

Compressed air made up of outside and in air was used both for 
respirators and for spray painting. Back flash containing paint 
were encountered by workers through their supplied air respirators 
when a fellow worker sharing the same compressed air source 
turned off his or her spray painting equipment. Also, the com- 
pressed air which supplied the respirator were made up from ambi- 
ent air adjacent to the tents which was contaminated with paint. 

In addition to spray painting many individuals were involved in 
mixing paint. Between 140 and 220 vehicles a day were painted. 
Personnel initially worked at least 12 hours a day in the spray 
painting operations. Many individuals coughed up paint. One indi- 
vidual estimated that 25 to 30 percent of the unit personnel experi- 
enced breathing problems and that 80 percent experienced symp- 
toms of intoxication, which included dizziness, lightheadedness and 
headaches which can be associated with exposure to paint solvents. 

Questions have been raised about behavioral problems of Na- 
tional Guard unit members well in Saudi Arabia. One soldier died 
in a motor vehicle accident after falling asleep. Five individuals 
were court martialed after burning down an observation tower. 
Two of the five have previously sought psychiatric help and one sol- 
dier attempted suicide. The question is whether this is related to 
solvent exposures or even to sleep deprivation. 

Three women became pregnant and were returned to the United 
States. This may be a behavioral problem but it raises the question 
about whether pregnant women in this t 3 rpe of unit were, in fact, 
exposed to toxic chemicals. 

Many unit members reportedly have not worked since returning 
home to Florida. 



98 


An Army unit reportedly refused to take over the spray painting 
operations because of the recognized hazard of the CAEC paint, the 
inadequate respiratory protection and overall concerns about 
health and safety. Regular drivers of military vehicles reportedly 
refused to drive their vehicles in and out of the maintenance tents 
and left these duties to the National Guard unit. 

Three individuals have been evaluated by me at Eisenhower 
Army Medical Center. The first individual was evaluated after re- 
ferral from Fort Stuart. He had evidence of asthma, he had been 
coughing blood streaked sputum in Saudi Arabia. He underwent a 
medical board, was medically disabled eight months after he re- 
turned from Saudi Arabia. He’s currently having more problems 
and he’s on multiple medications including steroids. 

I’ve seen two additional patients, one in particular, a 52 year old 
male with multiple symptoms in addition to asthmatic problems. In 
view of the severity of his dysfunctional behavior, he underwent 
neuropsychological testing which at least raised the questions of 
whether he had a toxic exposure central nervous system problem. 
He did not entirely complete his evaluation and he has 
subsequentially had additional problems and had to quit his civil- 
ian job. And he’s being encouraged to have further neurological 
evaluations. 

Mr. Kennedy. Dr. Johnson, if you might just summarize. We’d 
be happy to take your written statement for the record, but if you 
could just summarize, we’d just appreciate it. 

Dr. Johnson. Okay, thank you. 

Mr. Kennedy. Thank you. 

Dr. Johnson. The wives of these three individuals are concerned 
about personality changes. Decreased energy level, generalized fa- 
tigue, change in athletic activity and so on. The question is wheth- 
er this is related to the solvents and whether they might in fact 
have chronic central nervous system problems. 

Any individual with dysfunctional behavior changes or chronic 
fatigue need comprehensive evaluation, including 
neuropsychological testing, psychiatric interviews and neurolo^cal 
testing. All individuals who were in the National Guard unit in 
Saudi Arabia should be designed a well designed questionnaire to 
assess health status. The control group could be those that were 
not exposed to the CARC paint. 

The toxicology of the CARC paint needs to be looked at in more 
detail. For example, high silica concentrations are documented in 
the data sheets for the Desert Storm paint. This raises additional 
questions. 

I believe this research work should be conducted in Florida near 
where these people live by a nonmilitary group with scientific and 
medical credentials. I also recommend a formal review of these 
spray painting operations which were conducted in violation of 
Army standards. 

I’d also like to point out that I found out after I prepared this 
statement that during their recent summer camp, as alluded to by 
one of the previous speakers, these individuals were given physical 
examinations and were administered a questionnaire. I would like 
to point out that it’s my understanding that only about a half of 
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that unit has maintained their association with the National 
Guard, about half have left. 

Thank you. 

[The prepared statement of Dr. Johnson appears on p. 291.] 

Mr. Kennedy. Thank you very much, Dr. Johnson. 

Finally, our last witness for this panel is Dr. Victor Gordan. Dr. 
Gordan was good enough to testify at our hearing up in Boston 
many months ago on this same subject. He was willing to come for- 
ward despite the fact that at the time the VA was not acknowledg- 
ing that this was any kind of significant issue and at some risk 
came forward and provided us with excellent testimony. 

I’m glad to see you back, Dr. Gordan. We’re looking forward to 
your testimony. Please proceed. 

STATEMENT OF DR. VICTOR GORDAN 

Dr. Gordan. Mr. Chairman, I have interviewed and evaluated 87 
Persian Gulf veterans between November 1991 to date. Seventy- 
eight veterans were found with symptoms considered to be related 
to exposure to chemicals in Persian Gulf environment. These veter- 
ans have serious concerns for their health, for their future and 
families and society. Many cannot hold a job because of the severity 
of their syniptoms. They feel strongly that their illnesses are not 
psychiatric in nature, such as PTSD. Their frustrations stem from 
unsatisfactory answers to their medical and social needs and from 
being denied VA benefits. 'The pattern of their symptoms, the con- 
sistent history of exposure to chemicals and their excellent health 
status before their deployment to the Persian Gulf for military du- 
ties make for me strong circumstantial evidence for the 
multichemical sensitivities condition they acquired from the Per- 
sian Gulf environment. The treatment which I currently offer con- 
sists of medication for alleviation of their symptoms. The results of 
this treatment are very discouraging. 

If one believes that their sjnnptoms are the result of 
multichemical sensitivities, then the correct treatment would be 
chemical detoxification. What should be done? Start referring vet- 
erans to environmental specialists for necessary evaluation and 
treatment. The VA should recognize the multichemical sensitivities 
syndrome as a codifiable medical diagnosis so that the entitled vet- 
erans will be awarded benefits. 

Regional clinics should be set up for evaluation and follow up of 
those who symptoms suggest radiation from DU material. I saw 
few veterans whose symptoms suggests radiation. 

The need for proper scientific research on the Persian Gulf 
health issue is long overdue. I conclude with statements which re- 
flect my personal views on Persian Gulf veterans’ health problem. 

In the majority of cases, the symptoms are not caused by PTSD. 
The symptoms are caused by something else which we have to dis- 
cover. In my opinion, multichemical sensitivities emerge as a very 
likely cause. The medical stories of these veterans bre& my heart, 
if I have one, make me cry if I have a soul and open my mind if 
I want to listen. 

Thank you. 

[The prepared statement of Dr. Gordan appears on p. 312.] 

Mr. I&NNEDY. Thank you. Dr. Gordan. 
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I want to thank particularly Dr. Gordan who, because he works 
at the VA as I mentioned in our initial hearing that followed up 
the hearing that was held in this room, that where we only heard 
from officials of the government where this problem was absolutely 
minimized. Dr. Gordan, as he pointed out, saw dozens and dozens 
of Persian Gulf veterans, all of whom complained of roughly the 
same t5T>es of illnesses and came forward, as I mentioned, at some 
risk to himself to let the country know of the significant problems 
that he was seeing up in New Hampshire and became an individ- 
ual that many Persian Gulf veterans look to for direction on this 
issue. 

I want to just respond. I think it was interesting that Dr. Hyman 
started his chart with Louis Pasteur because it seems if you look 
at Mr. Pasteur’s history, he was absolutely condemned by the medi- 
cal profession of his time for the work that he did. 

Now, I don’t know, it’s very difficult for Members of Congress to 
sit up here and listen to Dr. Miller indicate that there is nothing 
to this, basically. Dr. Ray and Mr. Hinshaw indicate that this is 
an iUness that they can determine. Dr. Hyman basically says he 
can grow it in a test tube or he can certainly have the bacteria 
grown in urine. And trying to determine what the medical scientific 
relationship ought to be is not necessarily something that is appro- 
priate for the Veterans’ Affairs Committee. 

I do think that it is entirely appropriate for us to investigate the 
relationship between the various chemical contaminants that men 
and women serving in the Persian Gulf were exposed to and the 
kinds of symptoms that certain individuals that served on the bat- 
tlefield are now experiencing. One of the things that we looked into 
was talking with some of the experts at Harvard and MIT that 
have done extensive work simply on the relationship between 
chemical contamination and illness. 'There is a very direct relation- 
ship between certain kinds of chemical contaminants, exposure to 
the human body and symptoms. Those symptoms without having 
the benefit of everybody’s medical background, from a layperson’s 
perspective, would indicate that there ought to be a presumption 
by our government that if you have the symptoms and you were 
exposed to the chemicals, that the two are probably related. 

So to me this can be a very complicated situation or it can be 
a fairly simple situation. I believe strongly that in every other case 
that we have viewed on this committee since I have been on the 
committee, we have always presumed that there was a sense that 
if a veteran were feeling an illness, having a sickness that there 
was a direct notion that that was related to his service in the mili- 
tary, then it would in fact be viewed as directly related to his mili- 
tary service and therefore covered by both the financial commit- 
ment of the government as well as the medical commitment by the 
government. 

This and Agent Orange are the only two experiences that I’ve 
seen where th^at presumption has not been made. And I believe 
that we in this committee have got to do — take this issue now our- 
selves and begin to explore the relationship between the chemical 
contaminants and the illnesses that these individuals are feeling. 

So I am in the process of drafl;ing legislation which would focus 
on the areas of research, including multiple chemical sensitivities. 
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bacterial exposure and neurotoxic effects related to Persian Gulf 
service. I would like to provide you with that legislation and have 
your comments on those relationships. 

As I say, I don’t think that we’re solve here this afternoon wheth- 
er Dr. Miller’s approach or Rea or Hinshaw or Hyman or anybody 
else’s approach is, in fact, the sanctioned approach of the govern- 
ment. But it does seem to me, and this is really for the benefit of 
the next panel coming from the government, that if we have many 
doctors that have seen literally amongst them hundreds of patients 
and there is a conclusion by these doctors that there is a direct re- 
lationship between the chemical exposure and the symptoms that 
these individuals are suffering, it’s a pretty straight forward proc- 
ess here. And that’s what I think has provided the anxiety on be- 
half of the veterans. 

None of these veterans are coming in looking to sue the govern- 
ment. I have yet to hear from one single veteran that’s come into 
my office that has their hat in hand looking for money. 'That’s not 
what we’re talking about. What we’re talking about is having a 
basic, decent response by the government that says, “Look, your 
service in the military, the exposures to all these modem chemicals 
probably had some relationship and so isn’t PTSD, it isn’t some- 
thing that’s wrong with your head, it isn’t something that makes 
you malinger, malcontent, somebody that couldn’t handle the serv- 
ice.” We have heard testimony today from people that were in ex- 
cellent physical condition, have excellent service records and yet 
basically feel that their own public service is somewhat under a 
cloud because they’re feeling sick. 

So I want to thank you for your testimony this morning — this 
afternoon. It’s gone from morning to afternoon. But I also would 
like you to just comment briefly on what I have suggested is in fact 
the proper way for this committee to proceed. 

Do any of you have a comment that you would like to make? Dr. 
Miller? 

Dr. Miller. I’m afraid my views may have been misunderstood 
by you, Mr. Kennedy. My view is that there is something that looks 
like it’s going on here, "rhe difficulty that the VA has faced is try- 
ing to understand whether this is physically induced or induced by 
some psychological kind of phenomenon. And there are an awful lot 
of people out there in the medical community that feel like this is 
stress related. 

In order to determine whether the origin of such symptoms is 
physiological or psychological in origin, the kind of protocol that we 
were suggesting — using in the environmental vmit— is what is 
needed to rule it in or out. And that allows you then to publish sci- 
entifically results of those kinds of tests and determine for once 
and for all, settle these arguments for once and for all. 'These argu- 
ments have been going on for the last 30 or 40 years. 

And my own feeling is that there is something that looks like it’s 
going on and we do need to look at it. If I didn’t think there wasn’t 
something to this, I wouldn’t want to even do research on it. But, 
you know. I’m certainly not of the philosophy that this is stress 
related. 

Mr. Kennedy. Oh, okay. Well, first of all, it would be difficult for 
me to say that. I only heard that from staff because I wasn’t here 
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for your testimony. But even in your short description what you 
seem to suggest is that there is at least as great a likelihood that 
this is stress related as it is physically related. And I guess that’s 
where I think that there’s at least some confusion. Is that incor- 
rect? 

Dr. Miller. I think that the difficulty is that there’s been a 
mainstream ^oup of physicians in medicine, the academic physi- 
cians in medicine, many of whom are in VA hospitals, who have 
felt for years that chemical sensitivity did not exist. And so that 
is what the VA faces in terms of trsdng to do something for these 
veterans. 

If they support some of these therapies that have been described 
today, they run the risk of creating antagonism among a lot of aca- 
demic physicians. If they don’t support it, then the veterans, obvi- 
ously, are going to be upset. 

I think there is something going on. 

Mr. Kennedy. It’s a probability — excuse me. Dr. Miller, but it 
seems to me that it really is a problem of diagnoses. And so cer- 
tainly you can get into a lengthy debate as to whether or not the 
ultimate cause of these — I don’t know. I mean, it seems to me, just 
being a layperson, that ours is the first — somebody said earlier in 
the testimony today that, you know, they felt like a guinea pig. 
Well, the fact is that our whole generation is a generation of guinea 
pigs. Look at the chart. Nobody throughout the history of the world 
has ever been exposed to the kind of chemical contaminants of our 
generation. And so it is a very different set of sciences. And I think 
that what we’re talking about is whether or not there is a pre- 
sumption. I think you’ve probably stated the problem correctly. It 
is a problem of perception on the VA’s behalf. And it’s not just the 
VA, it’s also the government. It’s also the military. 

I think that what we’re trying to suggest is that the presumption 
should be on the other foot. The presumption should be on the mili- 
tary to disprove it, on the VA to disprove it because there is enough 
scientific evidence. If you just look, if you remember at Professor 
Tool or Dual or whatever the guy’s name was up at MIT, the fact 
is that he gave us an extremely concise bit of information about the 
kinds of chemical contaminants that they have studied at MIT for 
a decade. What symptoms and illnesses would be expected if a 
human being were exposed to those kind of contaminants and they 
were exactly the kinds of symptoms that Dr. Gordan was hearing 
from his patients. And yet somehow the VA says, “Oh, no, no, we 
don’t have evidence that the two are related.” Well, that is just, it 
seems to me, that is kind of silliness. And that’s where I think that 
it’s time for us to presume that there is a relationship. If the body 
of knowledge exists and if it doesn’t, then let’s leave it to the mili- 
tary or to others to disapprove. 

There isn’t going to be — I don’t think you’re going to ever find a 
direct A equals B and B equals C relationship in these kinds of 
chemical contaminants. It just doesn’t seem to me to make a lot of 
sense. And given all these different chemicals that, you know, I 
mean we got the spray can here, it’s got all sorts of stuff in it. 

I don’t know. I mean, maybe at some point by the year 2500 
they’re going to be able to tell us all that. I don’t think they’re 
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probably going to be able to tell us in the lifetime of the veterans 
that served in the Persian Gulf. 

Yes, ma’am. 

Dr. Miller. I think in terms of compensating veterans currently 
your approach has a lot of merit. In terms of convincing academic 
physicians that, yes, low levels, very low levels of chemicals can in- 
duce these very protean symptoms, that’s where the research is 
needed. So I think there’s really a two pronged approach. One is 
to address the current needs of the veterans who are afflicted and 
maybe make the presumptions you are stating because you can’t 
wait for all the research data to be collected. And at the same time 
undertake the research that’s needed to really understand this. 

Mr. Kennedy. Thank you. 

Mr. Bachus. 

Mr. Bachus. Thank you, Mr. Chairman. 

Dr. Hinshaw, what would be the role of say predictive screening 
if we had another conflict to determine which soldiers were more 
susceptible to these exposures or would that have any value? 

Dr. Hinshaw. I don’t think I could separate those who would get 
it from those who wouldn’t if they were all normal. 

Dr. Rea referred to that also. Bill, what do you think about that? 

Dr. Rea. I think there would be a small group you could screen 
out. But as we thought of before the war started, there was going 
to be a certain amount of people in danger of developing chemical 
sensitivity. A lot of this might well have been prevented had we 
been able to school the military in the things to look out for and 
minimize their exposure. However, these were a couple of unavoid- 
able ones, mainly the fires and the shells. 

But, for example, kerosene heaters and pesticides, the bottle 
water of plastic and so on. Those things could have been avoided 
and perhaps kept the total load down enough that these people 
might not have developed the chemical sensitivity. 1 think more of 
it would be an education phenomena where we can be thinking of 
ways how to keep the total load down so when these things do hap- 
pen. 'They obviously have to be exposed to some things — their bod- 
ies can t^e it in some instances and not in others. 

The other thing is, there was a lot of talk about drug therapy but 
I didn’t hear any talk about nutritional therapy which enhances 
the liver to detoxify chemicals. It seems to me that’s where I would 
want to go on the troops. If you had a next war, which we hope 
we never do, that you’d want to boost their system that they could 
detox these things. 

Mr. Bachus. All right. Let me ask you this, we’ve heard testi- 
mony today and read testimony from people who are suffering from 
some condition. And earlier, 1 think Dr. Hyman made reference to 
it, I said that I’d sort of categorized them into two or three possi- 
bilities. One was bacterial or parasitic diseases or conditions. And 
leishmaniases, that t 5 rpe of situation, whether it’s a germ or a bac- 
teria or a foreign body, has been introduced. And the other was just 
toxic exposures. 

Did you ever treat someone for leishmaniases? Did you find bac- 
terial? 

Dr. Rea. I never treated for leishmaniases, but I did find bacteria 
just like Dr. Hyman had, and we did go ahead and treat for. I 
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think Gary Zuspann had that. But it wasn’t the whole answer. In 
other words, it seemed to me a more of a total load. They would 
get better a little bit and go on. 

I think Dr. Hyman’s experience is tremendous and I think it’s 
compatible with what we’re saying. I don’t see any incompatibility 
at all. 

Mr. Backus. So, let me ask you this, if you’ve got a — ^let’s say 
bronchitis. You talked about bronchitis, asthma, loss of lung func- 
tion, limg capacity. Now, normally don’t you treat that with bron- 
chial dilatators and with steroids? 

Dr. Rea. Not at the Environmental Health Center, we try not to. 

Mr. Backus. What? 

Dr. Rea. We try not to at the Environmental Health Center. In 
fact, we spend our life taking people off of those. 

Yes, that is symptomatic treatment which does help a person 
over the acute spell. But it doesn’t remove the cause. 

Mr. Backus. No, I know. But if you don’t treat them with that, 
they could die before you decide on another treatment. 

Dr. Rea. We had no problem with that at all. That would be the 
first line. But at the same time, you would be finding the cause and 
getting them away from the things that trigger it. 

Mr. Backus. Do you mean like through these stick tests? 

Dr. Rea. Well, for example, 80 percent of the chemically sensitive 
patients we’ve seen of the 20,000 they develop secondary sensitivi- 
ties. For example, they’ll become sensitive to foods, they’ll become 
sensitive to molds, dust and so on. 

Mr. Backus. Sure. 

Dr. Rea. And those then become primary at times, even though 
the original trigger agent is gone. And so, if you don’t handle those, 
then you don’t get the proper results you would like. So, yes, you 
might have to 

Mr. Backus. Of course, I understand that dust mites, cat hair, 
that sort of thing, half the population is allergic to. Let me ask you 
this, from your investigation, do you think the cause is toxic 
exposure? 

Dr. Rea. Yes, I think it was total load exposure. Not just one 
toxic, but multiples. And I think you heard that recited today. 

Mr. Backus. Is there any thought in your mind that a bacteria 
or some disease over in the Gulf causes this? 

Dr. Rea. Yes, we did think about that. We did consider it. We 
didn’t feel we could prove it. We felt the bacterial thing was a sec- 
ondary phenomena. But you have to remember that any environ- 
mental incitant whether it be toxic or bacteria or a parasite can do 
the same thing. They can trigger this whole s 3 mdrome. 

Mr. Backus. Well here’s what I’m saying. Dr. Hyman said that 
you treat this through antibiotics. And if it is, in feet, toxic expo- 
sure, that would not cause the rapid recovery that he’s evidencing, 
would it? 

Dr. Rea. Well, in those cases it may be pure bacteria or it may 
be that that bacteria was enough to increase the load on the whole 
immune system with the toxics, you see, that once you got that 
imder control, the rest of things just sort of righted themselves. 
The body has a great righting mechanism. And so you can have 
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anything get out of whack, you get it back in order and then it 
rights itself. And so it’s not incompatible at all. 

Mr. Backus. Do you mena the body gets desensitized? 

Dr. Rea. That’s right. 

Mr. Backus. Well, in asthmatic, and bronchitis and allergies and 
toxic exposures, that’s not the therapy presently, is it? I guess what 
I’m saying is if this is toxic exposure or if it’s bacterial exposure, 
do you think the answer may be massive doses of antibiotics? 

Dr. Rea. You asking me for my opinion of that? 

Mr. Backus. Yes. 

Dr. Rea. Not for everybody. I think that the point is is that this 
is going to be multifactoral and for some of them massive doses of 
antibiotics are going to be the answers. For others, you’re going to 
have to decrease the load, give them heat treatments, sauna, sweat 
it out of them, give them nutritional treatment. I think there’ll be 
a myriad of different things you see, at least that’s what we’ve seen 
in the last 20,000 patients. And so there’s some that respond to 
bacterial treatments, some that responds to fungal treatments, 
some that respond to reducing the total pollutant load. 

Mr. Backus. And it really doesn’t matter what causes it ini- 
tially? 

Dr. Rea. The initial trigger is not always important once it’s real- 
ly going and chronic. And that’s why in my opinion there’s some 
urgency to treat these veterans because they get what we call the 
spreading phenomena and they get worse and worse and worse and 
get more chronic and more chronic and then it’s harder and harder 
to pull them out of it. 'The earlier you treat these people, the faster 
you can reverse them. And this is what I think happened to Dr. 
Hyman, and it’s wonderful. 

Mr. Backus. You know, if we’re treating our soldiers who have 
been desensitized through some bacterial or toxic exposure, which 
is what you may be saying, why didn’t that happen in Vietnam? 

Dr. Rea. Well, we learned this on Vietnam veterans who couldn’t 
get treated in veteran system. We treated several of them. We’ve 
learned that that’s exactly what they needed to have, yes. 

Mr. Backus. How does this compare with, say, black lung? 

Dr. Rea. Well, it’s similar. 

Mr. Backus. It’s similar? 

Dr. Rea. Similar in the fact that it’s total load. Okay? Black limg 
is where you inhale a lot of coal dust and that damaged your lung. 
Here the particulates are not big, they’re smaller and they may not 
accumulate in the lung visibly on x ray, but they will damage the 
lung and cause it to be hypersensitive. 

Mr. Backus. So really this is nothing new? 

Dr. Rea. In my opinion it is not. As a matter of fact, if you go 
back and look at Alice Hamilton’s writing in 1923 of the veterans 
who got gased in World War I, they describe a similar finding. 

Mr. Backus. All right. 

Mr. Kennedy. Chairman Evans. 

Mr. Evans. Thank you. 

Several people have suggested that the health care problems of 
Persian Gulf veterans really aren’t a mystery, but that DOD and 
VA simply don’t know how to diagnose these problems correctly. 
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Would you agree or disagree with that statement? I’m asking the 
entire panel. 

Dr. Hinshaw. I basically would agree. There are two identifiable 
physician servicemen that we know have been through the Acad- 
emy of Environmental Medicine programs and two in the VA sys- 
tem. On the so called Blue Ribbon panel to investigate this illness, 
there’s Dr. Miller and another person I can identify as knowledge- 
able in this field and all the rest aren’t. I don’t know them all, but 
I know in terms of training with us, they haven’t been there. 

Mr. Evans. Is that correct. Dr. Miller? Would you have a com- 
ment about that? Is that 

Dr. Miller. Well, I think there are some serious questions 
among physicians. If you polled physicians out there in the world, 
there are some who feel — as many people on this panel feel — that 
these things are chemically related and it’s clear to them that they 
are and they see patients and observe these things over and over 
again, as I have observed it also. These are accumulating observa- 
tions that are impossible to ignore. But you will not find a consen- 
sus currently in the medical community on the existence of this 
problem. That’s just the way it is, unfortunately. 

Mr. Evans. Well, are there specific diagnostic tools and methods 
are unique and proprietary that aren’t widely used? 

Dr. Hinshaw. No, they’re not proprietary at all. Dr. Rea men- 
tioned, we’d be glad to teach people about this if they want to come 
and listen. 

Dr. Rea. This has been taught for 25 years in the American 
Academy of Environmental Medicine courses. There are standard 
tests out there now that have been developed by certain people 
that are nonproprietary and they’re available. 

Mr. Evans. Has the VA contacted you all or anybody from the 
Department of Defense to learn? 

Dr. Rea. No. 

Dr. Hinshaw. No. 

Dr. Rea. As a matter of fact, when Gary Zuspann was having so 
much trouble and we were trying to get him some VA care to sup- 
plement what we had done, I called down and talked to them and 
they said they would be interested. But I never heard from them. 

Mr. Evans. Okay. 

Dr. Rea. I think one of your people have come to our meetings. 
Now, we shouldn’t say that because Dr. Gordan has and his people 
have. So, yes, there has been one group that has. 

Mr. Evans. But that’s the only 

Dr. Rea. That’s the only one we know of, yes. 

Dr. Miller. What you’re dealing with here, if I may, is conflict- 
ing paradigms. The traditional approach to symptoms like asthma 
and headaches and GI complaints is symptomatic treatment. And 
what the panel here is sa 5 dng is perhaps there are causes, chemical 
causes for these conditions. And that’s not an approach that most 
of medicine currently recognizes, but it’s a very important etiology 
to test and to try to understand, because if it is the case, then this 
may be what is affecting Persian Gulf veterans, affecting people 
like the EPA workers who are ill from the indoor pollution in their 
building and people living around Super Fund waste sites. 
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Low level chemical exposure is an emerging problem and a tre- 
mendous problem in terms of costs, litigation, medical care costs 
and yet we have very little handle on this scientifically. 

The kinds of approaches that we’re suggesting about testing peo- 
ple for sensitivities to very low levels of chemicals induced by high- 
er levels of exposures are, I think, agreed upon by everyone at this 

E anel. And, in fact, national meetings on the subject where you 
ring together people who think it’s completely psycfiiatric and peo- 
ple who think it’s completely caused by chemicals, nevertheless 
those scientists will agree that you’ve got to test that. And the way 
to test it is by challenge testing people in a controlled environment. 
And there’s a unanimity about the approach to resolving these dis- 
putes. And I think that’s a trajectory that one can take that will 
get us out of this quagmire. 

Mr. Evans. Doctor, any other 

Dr. Hyman. Yes. If I may make a few comments from what I’ve 
heard. 

First, let me make one comment about this stress S 3 mdrome. 
After World War II, I separated hundreds of Marines who had hit 
the beaches at Iwo Jima, Tarawa, Okinawa, et cetera and had been 
in hand-to-hand bayonet fighting. That’s stress. When they got 
back to be separated, they had two things in mind and the second 
one was going home. Not a one of them had all this “stress” busi- 
ness. I never heard one of the hundreds of them say I have arthri- 
tis, I have memory loss, I have skin rashes, and all the other stuff. 
I have no faith in that stress theory. 

Second, if you’re going to be terribly concerned about 
hexamethylene diisocyanate, HDI, bear in mind that anytime you 
use a urethane paint it’s a necessary ingredient. Its alternate is tol- 
uene diisocyanate. Now, we have a plant up the river from New 
Orleans that has had a string of persons with exposure to 
diisocyanates. And I’ve looked into that problem. 'There are 24 
cases in the world’s literature of a diisocyanate causing pneumo- 
nitis. Now, I’ve tracked all 24, I’ve pulled all references on that. 

Diisocyanate are a necessary ingredient in common urethane 
paints, and I think if you’re going to get into that, the first thing 
to study is the degree of exposure, how much they’ve inhaled, and 
then refer to the 24 cases. Otherwise, for less than massive expo- 
sures, you’ll have to ban urethane paints altogether because it’s a 
necessary monomer in forming the pol 5 mier kn own as urethane. 

Next, I think you ought to limit a little bit more. If you’re talking 
about two methyl or three methyl pentane, an inclusive word for 
that is the isohexanes. These are low fractions of petroleum. Don’t 
go to the gasoline station ever again because the/11 have some of 
these fractions in your gasoline. 'Two steps up is octane or 
isooctane, which is also a branched hexane. These have been, in 
the past, used in dark alley for anesthetics. 

Finally, there’s only one other remark to make. I couldn’t agree 
more that there’s a need for an educational effort and it’s not going 
to be immediate. 'There has been the terrible problem in commu- 
nicating the problem of bacteria in urine to experts in medical 
schools, insurance companies, et cetera. Each one of them has a 
code “cut-in-stone.” Then the next thing you find is that you’re 
talking to some infectious disease expert. But when you ask him 
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a simple question, “have you read the basic references on which 
you’re basing your entire thesis?” They’ve never heard of it. You 
give them the reference and you never hear from them again. You 
don’t know if they’ve ever looked it up. Maybe they just went ahead 
and said there’s something wrong with this guy, he reads. 

If you go back, there’s more to this problem and I urge this panel 
to allow me to speak in private to one or two of you, because there’s 
one hell of a lot more to this bacterial possibility. You can “teach” 
bacteria to cause this. 

Mr. Evans. My time is up. I will have numerous questions in 
writing for the panel as a whole and some of the individuals 
separately. 

Mr. Kennedy. We want to make sure that everyone is aware 
that they can ask additional questions in writing. I have a couple 
myself. 

Jack Quinn. 

Mr. Quinn. Thank you, sir. 

And thank you all for your testimony today. I was here earlier 
this morning. I don’t know how many of you were here. 

Dr. Hyman, there are some people at that table that sang your 
praises pretty highly. I don’t know if you were in the room this 
morning, were you? 

And in saying that, I have a sense that there is some agreement 
here in different pockets of academia and veterans and the Con- 
gress. I hope there is. And I hope that under the direction of the 
chairman and Mr. Kennedy and others we’re going to get to the 
bottom of this soon, sooner rather than later. 

Dr. Hyman, forgive me, but the isos and the hexos and whatever 
else you’re talking about is wasted on me, at least at this moment. 

Dr. Hyman. If I may say, I have a degree in chemistry and I 
spent 20 years on NIH grants in basic biological chemistry. 

Mr. Quinn. Of course you may say that. I have a degree in edu- 
cation and taught for 10 years, a Masters degree and finished my 
Ph.D. work as well. 

Dr. Hyman. I am learning, yes. 

Mr. Quinn. So I may say that. My point is this, this morning I 
asked the panel of veterans what it is we can do in this committee, 
subcommittee and in the Congress to help them. And I’d ask you 
the same question, or the panel. Maybe you have a spokesperson 
or two. 

If I go back to Buffalo, NY, and I work at getting people on that 
registry, veterans, and we talk about this matter some more, what 
is it I can tell them that you’ve found, in layman’s terms? 

Dr. Hyman. That is a difficult question. I will try and answer it. 

First, there may be a whole branch of medicine that has been 
overlooked or swept under the rug a whole generation ago. And 
perhaps it is overlooked for many more reasons than just the Per- 
sian Gulf syndrome. And I am getting that together for publication. 
As a matter of fact, I hope it will be published before long. 

But the only reason I came out of the closet to look at these peo- 
ple was I thought I had seen every single manifestation that has 
been described, whether it be the memory loss, the brain disorder, 
the skin rash, the diarrhea. You name it. I have seen every bit of 
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it. And I have resolution of these persons and they are back at full 
force in New Orleans with their regular activity. 

The first thing I think ought to be done is to extend my informa- 
tion to other military units. My study has been mostly among one 
Seabee unit that is centered at Huntsville, AL. Now I have four 
more coming from other places as soon as I get back to New Orle- 
ans. We postponed their hospitalization imtil I get back from this 
session. 

We are terribly limited. There are not that many veterans that 
still have hospitalization. Many of them, as you heard, have lost 
their jobs. And really, my receptionist who answered these hun- 
dreds of phone calls was in tears half the time listening to the sto- 
ries. I can’t fail to believe 99 percent of them. There is too much 
in common. 

What I would like to see happen is the government make a real 
effort to allow me to get a good cross-section of the entire problem. 
And let’s see if I can restore these people to pretty good health, so 
they can go out in the community to work, and not be responsive 
to the various provocative agents that they inhale or they are ex- 
posed to. Restore them as I have restored the two that were here 
this morning. That I think is the prime thing to be done. 

Then if I have to spend much more of my time — there is only 24 
hours in the day, unless you can extend that. This has really 
gridlocked my practice of medicine. I cannot go on pro bono publico 
after this much demonstration or maybe a few more. But I will. 

If the government wants to get to it quickly, they should enhance 
this and I should be allowed to get some revenue out of it to keep 
going. I think it is only fair. 

If then we get a significant group in which we can get a signifi- 
cant number of remissions, whether they call it a placebo effect, as 
I heard — then let’s give everybody placebos then I think we have 
the next task of unlearning a whole generation of doctors who are 
out on this red detour path (referring to the graph), unlearn them 
back to point zero and teach them this. 

Now I have tried dozens of times to do this on the telephone in 
conversations lasting over an hour. A total failure. I turned down 
an invitation to lecture at the Veterans Hospitals for the same rea- 
son. That would be a total waste of time. I don’t have that much 
time. 

I would better spend my time first doing as I said; step one, is 
this pertinent, is this relevant to the majority of the persons in- 
volved; and two, if that is the case, can we form some mechanism 
in which we can unlearn and learn again where we failed. 

I think that is the only thing I can suggest at this point. There 
is one thing I would like to do. I would be most interested in apply- 
ing some of the basic science that we have learned, to go back and 
study these bacteria. 

I think there is an awful lot more to this story. I was a little bit 
surprised, 'i^en I read that they had studied air samples over in 
Saudi Arabia, and they did not look for bacteria. 

Now you may know, in the 1950’s or thereabouts, some branch 
of our government service carried out an experiment off the coast 
of San Francisco. I knew the two investigators who broke that one. 
They were both at Stanford. One was two classes behind me at 
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Hopkins. They found the germ — I think the germ was serratia. It 
can be done. You can teach the germ to become pathogenic. I will 
let the rest to your imagination. 

I would like to pursue that possibility. I have saved some of 
these samples at minus 80 degrees Centigrade with my own tech- 
nology, my own laboratory. 

Mr. Quinn. Thank you very much. Thank you, Mr. Chairman. 

Mr. I&NNEDY. Thank you, Mr. Quinn. Mr. Gutierrez. 

Mr. Gutierrez. Thank you, Mr. Chairman. 

Well, I think that, number one, I am very happy that the distin- 
guished panel of doctors are here, since we have heard so much of 
the testimony from the veterans and those that are suffering from 
the illness. 

It seems to me that the reason we have to deal with stress. Dr. 
Hyman, is because that is what people are going to say. I mean, 
that is the ar^ment that they are making. And that is why we 
have to deal with it. And it seems to me that we are going to have 
to conquer that and you are going to have to help us conquer that. 
Because if you are saying it is not, I have a funny feeling that I 
understand a little bit about government, having been in govern- 
ment for seven years, and that is the government always wants to 
save money. And we are in a very frugal time. 

We are into deficit reduction. And deficit reduction means you re- 
duce it wherever, whether it is for senior citizens and Medicare and 
Social Security. They want to cap everything. And that is the way 
government is these days. 

I can only imagine that I can see the VA and the Department 
of Defense, and they might be in some denial and need some psy- 
chiatric help here because of that denial, and maybe not the veter- 
ans. 

(Laughter.) 

But I have a funny feeling I know who is in denial during this 
process. And so we have to deal with that by confronting them with 
scientific evidence. 

Having said all of that, not to be funny but to get to the case, 
you see, we are going to have to — I need to know from the doctors 
here; can we, can you, is there a procedure where without a ques- 
tion, without a question, we can say with scientific certainty that 
when a veteran — and they are going to say, well, you know, we 
want to treat the good ones, the ones that really feel bad phys- 
ically. But it is those malingerers who are going to try to get in 
here, they have heard about this and now they want to get their 
pension and they want — because that is what they are thinking. 

Can we devise a method so that the VA can readily know that 
they can screen out the malingerers and those that just want to get 
a free ride from government, so we can deal and get these truly ill 
people, who I know all of them are, and then just cut that argu- 
ment to shred, into pieces? 

Dr. Rea. Yes. 

Dr. Hinshaw. Yes. 

Mr. Gutierrez. Very good. Then we should have that from you. 
We should have that from you in a manner — and I am certainly 
going to ask the VA, if we have doctors here, that we make sure — 
maybe we will call some security here, we won’t leave you out of 
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the room, and they can just talk to you. Because I have a funny 
feeling that that is precisely the case and is precisely what we need 
to deal with here today, because I have a funny feeling that is what 
they are going to come later on. 

Let me just add by saying, since we have that very unequivocal 
yes, that if I felt ill. Dr. H5Tnan, if I felt ill and I went to a doctor 
and he said nothing was wrong with me, and I went back home 
and I still felt ill and I went to another doctor, and he told me 
nothing because he didn’t find anything physically wrong, and I 
still felt that physical illness, I bet you I would need some psy- 
chiatric care after a while. I bet I would. And I bet I would feel 
real stressful, because no one was able to find something that I 
truly felt. 

So maybe as a secondary item, what we are dealing with here 
is not the stress of combat but the stress of the American govern- 
ment turning its back on American military service people after 
they got back here from military service. 

(Applause.) 

That would cause me a lot of stress, to know that my covuitry 
rooted me on, gave me fine parades when I got back, but said I was 
a little bit crazy when I said I am not feeling too well, ladies and 
gentlemen. 

So I just wanted to say that and I want to thank Chairman Ken- 
nedy and Lane for bringing this forward, because we are going to 
have to deal with this. Because, you know, there is always going 
to be a next conflict. And we had better start learning how to pre- 
pare ourselves for these conflicts. 

Thank you very much. 

Mr. Kennedy. I just would like both Dr. Rea and Dr. Hinshaw, 
if you might submit a little more detailed answer to the question 
for the record. We would very much appreciate knowing how we 
would go about such an answer. And if you would provide that, we 
would appreciate it. 

Mr. Buyer. 

Mr. Buyer. Thsmk you, Mr. Kennedy. 

One thing that really concerned me is when the chairman asked 
a question of the panel, whether or not any of you had been in 
touch with anyone from the VA or the DOD, and nobody responded, 
some said no. 

And, Dr. Miller, I don’t know why you would sit there and not 
say anything. That concerns me. Because we have got an advocate 
right here about multiple chemical sensitivity. And I am aware of 
the proposal that has been submitted to the military. 

Would you want to comment on that? Why would you sit there 
and not answer? 

Dr. Miller. I am sorry. I must not have heard the question. 
That we have been in contact with the VA? Certainly I have. I said 
in my testimony, in the introduction, that I have served as a con- 
sultant to the VA and have seen a number of veterans on referral 
from the Houston VA. 

In addition, I have asked the social workers where we are in San 
Antonio, who go all over the state, to compile some information 
about the Persian Gulf veterans they have seen. 
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Just for the record, they have collected data from the medical 
centers, the VA medical centers in Houston, Dallas, San Antonio, 
and the outpatient clinics in Corpus Christi, McAllen, Laredo and 
Victoria. And out of a total of about 700 Persian Gulf veterans that 
have had at least psycho-social assessments, psychological evalua- 
tions, psychiatric intakes and/or the Persian Gulf medical exam, 
they find that at least 70 percent continue to have physiological 
conditions that are not attributable solely to psychological distress. 

So they are finding symptoms that have been described here 
today, the fatigue, joint pain and other kinds of symptoms, in 70 
percent of 700 veterans that they cannot explain by psychological 
Wnds of illnesses. And so they are deeply concerned that there is 
a physiological problem. 

Yes, I am in very direct communication with the VA on these is- 
sues. I served on the Persian Gulf Blue Ribbon Panel, which I men- 
tioned in my testimony. And, in addition, I have been out to the 
VA in Washington and lectured to the staff there about this prob- 
lem of chemical sensitivity. 

Mr. Buyer. You can take ten individuals and you can subject all 
ten of them to one specific chemical, and you are going to get var- 
ied reactions and symptoms from them, based upon their own 
chemistry and body make-up of each individual person. Is that 
correct? 

Dr. Miller. That is correct. 

Mr. Buyer. Isn’t that part of the problem, an ignorance among 
some of the medical community on how to treat some of these 
symptoms? 

Dr. Miller. Originally, patients thought that what they had was 
allergies, because they would get around tobacco smoke or perfume 
and they would have ve^ striking symptoms. But as they got to 
see allergists, the allergists found that there were no antibodies 
present. That is what allergists base their diagnosis on. And so 
they tended to dismiss this as a real problem. 

But over time we have seen so many of these kinds of cases that 
I think all of us are becoming convinced something is going on and 
we need to get a handle on what the mechanism really is. 

Mr. Buyer. Earlier when I finally made a public statement that 
not only did the war affect me and change my life, but it changed 
my body, I spoke for many, many veterans, when I made that 
statement. 

Many of us go to the family doctor and he treats us for the flu. 
Well, he can treat you for the flu four or five times and then all 
of sudden you find out that you have prostetitis, you have a kidney 
infection. I personally have had pneumonia twice. Now I find out 
that I have allergies and asthma. So I start taking all these kinds 
of medicines. 

And I say, wait a minute, am I crazy? Am I crazy? Am I not 
crazy? That is real. That is very, very real. 

Now you in fact are part of a proposal that has been submitted, 
are you not? 

Dr. Miller. That is correct. 

Mr. Buyer. With a cost breakdown, when you mention about an 
environmental unit. 

Dr. Miller. Correct. 
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Mr. Buyer. Are you part of this, too, Dr. Rea? 

Dr. Rea. I told them I would help them design it. I have my own 
environmental unit that has been going for 19 years. And as I said 
before in my paper, we offer that to the veterans until they can get 
one started in the veterans system, because it will take a good year 
to get one started properly, if you start it today. 

Mr. Buyer. And in your proposal. Dr. Rea, it is an environmental 
unit which you would like to set up. It is not one that is in place. 
Is that correct? 

Dr. Rea. In hers. 

Mr. Buyer. Yes. I am sorry. Dr. Miller. 

Dr. Rea. She wants to set hers up. 

Dr. Miller. Yes, that is correct. Currently there is none in a re- 
search setting. There are clinically operated facilities like Dr. Rea’s. 

The need is to perform challenge studies and very carefully docu- 
ment what is going on, so that one can publish this in the scientific 
literature. 

Until that happens, I am afraid that veterans are going to con- 
tinue to face skepticism among physicians that they see, who are 
on academic kinds of appointments and who serve many of the 
VA’s around the coxmtry. 

So that the need here is to build up a scientific literature wheth- 
er yes or no, you know, do these kinds of exposures trigger symp- 
toms in people who are so exposed. 

Mr. Buyer. If by means, perhaps through legislation, the chair- 
man has even mentioned, whether it comes out of the VA or if it 
comes out of NIH, or somewhere, that there is direction for specific 
funds for a specific, particular purpose, and that is for the resesirch, 
do you have any problems allowing someone from the DOD or the 
VA to participate in that process, whether you want to take the 
lead or not, but to work in partnership? 

Dr. Rea. I think that is the most important thing, is that they 
work in psirtnership. We have got the clinical expertise. And as 
Claudia says, we would like to substemtiate it. We have done 
30,000 inhale double blind challenges. So in our mind we know 
that it is right. Okay? But we would like to have other people work 
in conjunction with us, so they would learn the techniques prop- 
erly, so they can do reproducible studies. 

Mr. Buyer. All right. Thank you. 

Dr. Miller. Let me comment that the proposal we initiated, 
which will be, I think, discussed later, actually had input from the 
military and the VA, and also from NEIHS. All of them have seen 
the proposal and have been interested in it. NEIHS in fact has 
written a letter saying they think this is the most important way 
to sort out this issue. And they have an interest, that they have 
expressed, in terms of supporting ongoing clinical studies using 
such a facility. 

Building a unit like this is not inexpensive. However, the utility 
of it is not limited to just looking at the veterans either. This is 
a tool for looking at people with exposures to tight buildings, people 
with other kinds of environmental exposures around Superfimd 
sites and a variety of other kinds of low level chemical or higher 
level chemical exposures. 
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Mr. Buyer. Mr. Chairman, it is very difficult to do all this in five 
minutes and I didn’t get a chance to get to Dr. Hyman. But I know 
there are many of us who, when we talk about the research, don’t 
know the name of the germ and what your antibiotics are and how 
you cure the illness. I have many, many forms of questions. And 
I am sure that when you make applications for a grant and fund- 
ing, a lot of our questions will have to be answered. 

But they are some of the same questions I asked them, Mr. 
Chairman. If I could just finish by asking Dr. Hyman: Would you 
also be willing to share your research, and work in cooperation 
with someone from the DOD or the VA for the benefit of our 
society? 

Dr. Hyman. That, sir, I think is the second step. The first step 
is to see how relevant this is to the major portion. 

I suspect it is going to be relevant to an awfully great proportion 
of those who are suffering. Tom Lane has, I understand, Ijeen envi- 
ronmentally positive even after I treated him and he was back at 
full time. But he is back at full time, sustaining whatever injury 
that was inflicted by environmental substances. 

I am not exactly — let’s put it this way: I am reasonably familiar 
with most of these chemicals they are talking about. And as a bio- 
physicist, I think I know significantly about the methods of going 
at them and measuring them. However, what I am involved in here 
I think is bigger than I am. And I will try and get the thing out. 

The immediate problem with respect to what you are concerned 
about is: how does this apply to a large sampling of Desert Storm 
victims? There is no question in my mind, that the first step is to 
find out what percentage of victims this is relevant to. 

My own suspicion, from the dozens of urines I have examined 
after the hundreds of phone calls, is that there is a pretty good 
speckling of this all over the crowd. And I wouldn’t be surprised 
if there are an awful lot of them. 

Second, I think that there ought to be a research arm to research 
the germs, because, as I pointed out, in 1902 this scientist told the 
world how to create such germs. Now think about that. 

And then, yes, once we see that my approach is relevant, I think 
we should form a team to coach or to teach other directors, to ex- 
pand by cloning of sorts, the same as I learned as a resident how 
to examine sick people, to spread the thing to everyone who wants 
to be involved, "riiat includes both Army, Navy, Air Force, and Vet- 
erans Department. 

However, in the early step, it would be a tremendous burden to 
have these people in the way. I would like to select those who are 
initially involved. I would include in particular one gentleman who 
worked with me in 1949 and we have been close ever since. He has 
followed my work at the Einstein in New York, the Einstein Col- 
lege of Medicine. He came down here today to see what is going 
on. 

Mr. Buyer. We don’t have two competing approaches here? I am 
not sure, Mr. Chairman, whether we do or not. 

Mr. Kennedy. I think that my understanding is that, you know, 
there have been attempts to have Dr. Hyman work with the VA. 
I am not exactly certain how those attempts broke down in the 
past. 
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Dr. Hyman. May I? 

Mr. Kennedy. Sure. 

Dr. Hyman. I approached them about a year ago. I had my first 
correspondence in August of 1992. Let me summarize it by saying 
I couldn’t get urine from them. I mean in a bottle. I have had no 
cooperation since and I have been thoroughly condemned. I don’t 
appreciate it. 

In New Orleeins, I got communication from the Veterans Hospital 
there, where they had turned the entire problem over to a Ph.D. 
in psychology. That is inappropriate for clinical study of an organic 
disease. I could not work under her. That would be more a burden 
than necessary. 

I think a direct approach should be had. And I would urge you 
to do it immediately. And I would urge you to start storing the bac- 
teria for further study. There are scientists who know a hell of a 
lot more about this and they are available right now. 

Mr. Kennedy. I appreciate it, Doctor. Mr. Bachus has one or two 
additional questions that I want to provide him an opportunity to 
ask. I do have just a quick comment to Dr. Miller. 

I would very much look forward to working with you. Dr. Miller, 
in trying to develop legislation that would allow us to get a handle 
on this particular phenomena. It seems that given the complexity, 
that until we get the sort of imprimatur of the larger scientific 
community or medical community, as you point out, it will continue 
to be difficult to have this treated with the kind of substance that 
I think it deserves. And so I look forward to working with you to 
develop that criteria. 

I hope that we can work closely with people like Dr. Rea and Dr. 
Hinshaw, and others, that have done extensive work in this area 
and draw from them in trying to provide that initial body of knowl- 
edge that would then ^ve this multiple chemical sensitivity or low 
level chemical contamination, or however you want to describe it, 
the kind of verification that will then, I think provide the soldiers 
and others, as you point out, indoor air and a whole range of other 
low level chemical exposures that take place every day in the Unit- 
ed States and throughout the world. 

I do think that that should not excuse us from developing either 
what Dr. Hyman has sort of obliquely referred to, which is — I as- 
sume what you are suggesting is that there was chemical warfare 
that took place in the Persian Gulf. That is what you sort of hinted 
at several times. 

Dr. Hyman. If that is a question, I would be happy to answer it. 
I would like to describe it more fully in private. Let me just say, 
put yourself in the other guy’s shoes for a few minutes and see 
what he faces, and maybe he can make you sorry you ever came. 

Mr. Kennedy. Okay. Well, if you want to discuss it privately, 
that is fine. I think if you told me, if you gave me any evidence 
that suggested that that did take place, I think I would probably 
make it public pretty quickly. 

Dr. Hyman. I gave you one evidence. I gave you one evidence of 
an experiment in the 1950’s of putting a germ called Serratia into 
the atmosphere off the coast of San Francisco, with a west-to-east 
breeze. And they had a small outbreaik of Serratia infections in San 
Francisco. And I know who detected it and it was reported. 
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Mr. Kennedy. Yes, sir. No, I am familiar with the incident that 
you are referring to. I am just hearing what you are having to say 
this afternoon. That is all. 

Dr. Hyman. You would need a laboratory as big as the men’s 
room. 

Mr. Kennedy. As a men’s room? 

Dr. Hyman. It is not necessary to get one bigger than that to cre- 
ate this kind of problem. 

Mr. Kennedy. Okay. Thank you very much. I think at this point 
I would again like to thank all of our witnesses and turn the final 
questions over to Mr. Bachus. 

Mr. Bachus. Dr. Hsnnan, you have described this as a germ or 
a bacterial infection that you have isolated in the urine of these 
Desert Storm veterans. Is that correct? 

Dr. Hyman. Congressman Bachus, yes, let me identify that just 
a little bit further. The big detour here was a fellow who was try- 
ing to describe a laboratory counterpart of a kidney infection, a 
one-for-one test. It has failed since. And recently I had a paper ac- 
cepted for publication in an international journal showing that this 
is terribly incomplete. 

Amongst the incompletions, and very important ones, are the 
systemic illnesses. For example, if the scarlet fever germ is floating 
around in your blood, it will likely come out in your urine. You can 
pick it off in urine in a few minutes, or 90 minutes, according to 
the microscopic method I have developed. It will not be found by 
today’s hospital laboratory. It may take two weeks to get it out in 
an old fasMoned culture. I have done both. Not that I need the 
extra work on the Desert Storm victims, and I think it is important 
to do it. 

In those terms, yes, it is a bacterial invasion of the body. And 
it is not specific, to any one species of germ by the current classi- 
fication. Let me give you another analogy, since you are not a bac- 
teriologist, but you will catch the analogy. 

If you look at the dogs that sniff out narcotics in an airport, not 
all of them are the same species. Some are retrievers, some are 
Labrador Retrievers, some are Golden Retrievers, German Shep- 
herds, Beagles, and so forth. The one characteristic in common is 
that they are taught to smell narcotics and identify them. You can 
do the same with bacteria. 

Mr. Bachus. All right. Let me ask you this about this bacteria. 
It is hard to describe. Is it contagious? 

Dr. Hyman. Any time you are dealing with a bacterium, you have 
got to entertain the possibility of a contagion. And as I mentioned, 
I have successfully treated the wife of one of these five veterans, 
and she is fully restored. She was not anywhere near as deeply in- 
volved as was her veteran husband, who was short of breath. He 
had been given all sorts of psychiatric medicines for his shortness 
of breath. But no one bothered to measure the oxygen in his blood. 
It was critically low. 

Mr. Bachus. So a veteran’s wife contracted this bacteria. So it 
was contagious or it was transmitted to her? 

Dr. Hyman. You can’t prove it in one case. But you sure can sus- 
pect it. And unless you suspect it, you will never prove it. 
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Mr. Bachus. So you suspect that it is contagious and can be 
transmitted. 

Dr. Hyman. I suspect that it is contagious not only to wives but 
to other people living in the same household. 

Mr. Bachus. And you have isolated it? 

Dr. Hyman. I have isolated many of the germs. 

Mr. Bachus. Can you give us a detailed description of this bac- 
terial infection? I mean for the record, would you be willing to do 
that? 

Dr. Hyman. It would take a long time to do it. Can I discuss that 
with you at some length in private? Because I think it is im- 
mensely important and I think you have put your finger on a very 
important point. 

Mr. Bachus. All right. 

Dr. Hyman. Yes, it can be done. It is tedious to do. You have got 
to avoid the “shortcut” methods that are used in the “guidebook,” 
or the same “shortcut” methods demanded by these people who 
“manage health care” these days. You have got to go back to the 
old methods of doing it. 

It can be done. I have done it, following their technology. It is 
perfectly valid. 

There is an awful lot I think must be done there, in my opinion. 
There are people who know more about it than I do. I would love 
to get them involved in it, because I think the country ought to 
know about it. 

Mr. Bachus. You, in your testimony, talked about your research 
protocol. 

Dr. Hyman. My suggestion is two steps. The first step is to see 
if it is relevant to a large percentage of these persons. TTie second 
step is to disseminate the know how to care for all involved, and 
the only way I know to nail it down is to look for the bacteria 
there, they don’t belong there, if you get rid of them does it get rid 
of this problem, like the two you heard this morning. Tom Lane is 
fully restored and Hollingsworth is almost fully restored. 

Mr. Bachus. Yes, I understeuid that. What I am saying, Doctor, 
is if you would submit a research protocol. 

Dr. Hyman. An investigation? Put that in formal terms, you 
mean? 

Mr. Bachus. Yes. And ask for approval and an award of money. 

Dr. Hyman. I would be happy to that. I am not prepared to do 
it now. I would like to work with somebody, an accountant that is 
perhaps somewhere cormected with the government or with your 
committee, preferably with your committee, since this is the first 
opening I have seen. 

Mr. Bachus. We don’t have a procedure where, if you submit a 
research request, it can be approved and an award of funding can 
be made. We don’t have that. 

Let me ask this final one. What antibiotics are you using to treat 
this bacteria? 

Dr. Hyman. A beautiful question. Any available antibiotic. I do 
it exactly like Paul Erlich did in 1908 or before 1908. If you do the 
culture methods and use the standard protocol that is used today, 
it is worthless. You can take a guess and do better. 
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I am limited only to those that are available at the drug store 
or in a hospital pharmacy. And most of them are long out of patent. 
And there is another opportunity. 

I would love to get some major drug house involved, to say 
maybe we can play Paul Erlich again in 1908 and tailor a molecule 
to do a better job. The ones we have that are not that effective. 

That is why you have to push the dose beyond the “guidelines” 
of the FDA. And I have been to the FDA on this. 

I use any one on the board, mostly ones that I think will be effec- 
tive against the streptococcus and the staphylococcus, because 
those I believe are the biggest offenders. 

And by the way, Lowell Rantz in 1942 — I knew Lowell Rantz 
well, and my good friend. Dr. Deming, who is sitting back there, 
knew Lowell Rantz very well. I found exactly the same thing as 
Rantz did. But Rantz didn’t have any antibiotics to use. I do. I 
have the advantage of not only his teaching, and not only a faster 
method of finding them, but I have antibiotics and he didn’t. 

Mr. Bachus. Give us just the most effective antibiotic? Could we 
have that? 

Mr. Kennedy. For the record, you can have it. For the record. 
Dr. Hyman. If I had to pick a single one, it would be clindamycin. 
Mr. Bachus. All right. 

Dr. Hyman. But there are many others that are useful and no 
one antibiotic’s a cure-all. 

Mr. Kennedy. I want to thank the panel for your excellent testi- 
mony this afternoon. We very much appreciate your efforts and 
look forward to working with you in developing further answers to 
this complicated question. Thank you. 

I would like the members of our next panel to come forward. 
Major General Blanck, Dr. Holsinger, as well as other representa- 
tives of the VA. Please come forward to the witness table at this 
time and be seated. 

General, please proceed. 

STATEMENTS OF MAJ. GEN. RONALD R. BLANCK, COMMAND- 
ING GENERAL, WALTER REED ARMY MEDICAL CENTER, DE- 
PARTMENT OF DEFENSE; AND DR. JAMES W. HOLSINGER, 
JR., UNDER SECRETARY FOR HEALTH, VETERANS HEALTH 
ADMINISTRATION, DEPARTMENT OF VETERANS AFFAIRS; 
ACCOMPANIED BY DR. SUSAN MATHER, ASSISTANT CHIEF 
MEDICAL DIRECTOR FOR ENVIRONMENTAL MEDICINE AND 
PUBLIC HEALTH; CHARLES FLORA, ASSOCIATE DIRECTOR, 
READJUSTMENT COUNSELING SERVICE; MELANIE 
GRISHMAN, CHIEF, PROGRAM MANAGEMENT DIVISION, SO- 
CIAL WORK SERVICE; DR. JESSICA WOLFE, DIRECTOR, WOM- 
EN’S HEALTH SCIENCES DIVISION, NATIONAL CENTER FOR 
PTSD; AND QUENTIN KINDERMAN, ASSISTANT DIRECTOR 
FOR POLICY AND PLANNING, COMPENSATION AND PENSION 
SERVICE, VETERANS BENEFITS ADMINISTRATION 

STATEMENT OF MAJ. GEN. RONALD R. BLANCK 

General Blanck. Thank you, sir. It is my pleasure to appear be- 
fore the committee and I very much appreciate this opportunity. 
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I am not going to go over my testimony. You have it in front of 
you and it speaks to the points I would like to make. So instead, 
I will flesh it out and give some details. 

First of all, I am very pleased that I am here as a DOD rep- 
resentative. And this truly is a tri-service effort in dealing with the 
issue that we are here to discuss. 

I am also very pleased with the VA-Public Health Service co- 
operation that we have had. And we have done this in a very, very 
joint sense. 

Operation Desert Storm and Shield, as has been stated before, 
was a medical success, far exceeding our expectations. 

However, war is not friendly to one’s health. It is not because of 
exposures not only to combat actions but also to other diseases and 
agents, infections and environmental agents. 

Early on the Department of Defense, in cooperation with other 
agencies, was concerned about such areas of interest as infectious 
processes, malaria and leishmaniasis, and we know about those. 
We looked into and continue to study the long term effects of the 
oil fire smoke, petrochemicals, depleted uranium, and other kinds 
of agents. 

We now are faced and have been faced with an illness manifested 
by nonspecific symptoms of fatigue, weight loss, abdominal pain, in 
some cases with skin rash, low grade fever, and so forth. 

And the first point I would like to make is we recognize this as 
a specific, distinct entity that is due to some cause and that is more 
than stress. Stress is not the explanation for this illness in these 
affected individuals. It is serious. 

Second of all, we have, since previous testimony, been building 
a registry in the VA and in the military services of those individ- 
uals so affected, so that we now have enough cases that I believe 
we are able to take it one step further and begin putting together 
a series of distinct criteria to diagnose the disease or to find out 
who fits in it or who does not. 

That is not to say those that don’t fit in it would be necessarily 
excluded, but at least to begin looking, do cohort studies on units 
in Desert Shield/Storm versus those that weren’t, and that kind of 
thing. 

Finally, we need to evaluate additional diagnostic and thera- 
peutic modalities. To that end, I will say that traditional medicine, 
medicine in which I was trained, has not come up with an answer 
for what this very real illness is. And I think we must look at other 
kinds of perhaps more controversial but I think as real disease 
entities. 

And I speak specifically of two disease entities: one, chronic fa- 
tigue syndrome; the other, multiple chemical sensitivity. And the 
Department of Defense certainly supports further research in that. 

In that regard, Mr. Chairman, if I may, I would like to submit 
a proposal that I have received, and we reviewed at a recent panel 
of the VA and DOD, from the University of Texas at San Antonio 
for a center to be established to do research on multiple chemical 
sensitivity. And this is from Dr. Claudia Miller. I don’t know if she 
has testified here today. She was supposed to. 

Mr. Kennedy. Yes. 
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General Blanck. And I would like to enter this as an addendum 
to my testimony. 

Finally, we have asked some individuals to also look at the work 
that Dr. H 5 nnan has already alluded to, because that may be some- 
thing that is playing a role in all of this. 

I think chronic fatigue syndrome and multiple chemical sensitivi- 
ties may be the same kind of thing, perhaps on different points in 
a spectrum. They are certainly worthy of serious consideration and 
we must do more in this area. 

I believe we have made a beginning in doing this and I would 
ask your consideration for this center. 

That concludes my statement. 

[The prepared statement of General Blanck appears on p. 314.] 

Mr. Kennedy. Thank you very much. General Blanck. Dr. 
Holsinger. 

STATEMENT OF DR. JAMES W. HOLSINGER, JR, 

Dr. Holsinger. Good afternoon, Mr. Chairman and members of 
the subcommittee. Thank you for the opportunity to report on the 
VA’s efforts to meet the health care needs of Persian Gulf War 
veterans. 

With me today are Dr. Susan Mather, Assistant Chief Medical 
Director for Environmental Medicine emd Public Health; Mr. 
Charles Flora, Associate Director, Readjustment Counseling Serv- 
ice; Ms. Melanie Grishman, who heads our Persian Gulf Family 
Support Program; Mr. Quentin Kinderman, Assistant Director for 
Policy, Compensation and Pension Service; and Dr. Jessica Wolfe, 
the Director of the Women’s Health Sciences Division of the Na- 
tional Center for Post Traumatic Stress Disorder. 

In the audience, we also have with us Dr. Gary Roselle, the VA 
Director for Infectious Diseases; and Dr. Larry Lehman, the VA Di- 
rector for Psychiatry Services. 

Mr. Chairman, the VA has moved aggressively to respond to the 
health concerns of Persian Gulf veterans. 

In 1991 we initiated readjustment counseling services and took 
special initiatives to treat the psychological problems of returning 
Guard and Reserve units. Through May 1993, our vet centers have 
seen approximately 35,000 Persian Gulf War veterans. 

Ongoing studies by both the Readjustment Counseling Service 
and the VA’s National Center for PTSD lead us to conclude that 
approximately ten percent of Persian Gulf veterans that we have 
siuweyed experience some level of PTSD syndrome. 

We are seeing encouraging data that indicates declining prob- 
lems with PTSD in Persian Gulf veterans who seek VA treatment 
due to our early detection and treatment efforts. 

When difficult to diagnose medical problems began appearing, we 
began development of a health registry to capture baseline data 
and provide continuing surveillance of these patients. With con- 
gressional approval of authorizing legislation, the registry was offi- 
cially initiated in late 1992. 

As of March 31, over 3,900 veterans have received examinations 
and were entered in the registry, having come to us specifically for 
registry examinations. We have a total of nearly 80,000 veterans 
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that we have seen from the Persian Gulf whose names are also in- 
cluded in that registry. 

A recent review of the first 1,404 registry participants show that 
common complaints were fatigue, skin rash, headache, loss of mem- 
ory, muscle and joint pain, shortness of breath, cough, diarrhea and 
chest pain. A wide range of medical conditions have been diagnosed 
among the participants. 

In September of 1992 we also began providing priority access to 
VA health services for veterans of the Persian Gulf War who be- 
lieve that their health problems are related to their service. I di- 
rected this to assure that needed health care would be provided 
promptly, without the need to first determine causation or possibly 
entitlement to compensation. 

As of March 31, 1993, VA had provided outpatient treatment to 
nearly 73,000 Persian Gulf theater veterans and provided inpatient 
services to over 4,500 theater veterans. 

Mr. Chairman, because some Persian Gulf veterans were having 
medical problems for which there appeared to be no logical or sci- 
entific explanation, in 1992 we established special referral centers 
at our Los Angeles, Houston and Washington, DC medical centers. 

As of May 31, 26 veterans have been admitted to the referral 
centers for diagnostic work-up. Examination of these veterans by 
the referral center staff has indicated no common pattern of condi- 
tions that presented. Twenty-six additional cases are currently 
being considered for referral. 

In October, 1992, Congress authorized and provided f undin g to 
support the provision of marriage and family coimseling to Persian 
Gulf veterans, their spouses and children. In the early months of 
this program we have undertaken extensive outreach to community 
groups, such as Guard and Reserve units, churches, schools, veter- 
ans organizations and local media. In fact, only last weekend we 
had a large team present with the National Guard unit in Florida. 

As of May 1, 627 Persian Gulf veterans had received family coun- 
seling services through the Persiem Gulf Family Support Program. 
This is the first time that we have, in the history of the VA, been 
able to provide these types of services to the families of veterans. 

Because of continuing concerns about the possible health effects 
of military service in the Persian Gulf, on March 30 the Secretary 
established a Persian Gulf Expert Scientific Panel to review health 
issues related to the diagnosis, treatment and research of Persian 
Gulf-related health conditions. 

At the conclusion of its May 7 meeting, the panel members indi- 
vidually concluded that additional review and analysis of research, 
education and clinical issues are essential in view of the complex 
scientific and medical variables associated with these conditions. 
The VA is currently working to establish a formal advisory commit- 
tee to follow through on these issues. 

We are also working with the Department of Defense to jointly 
contract with the National Academy of Sciences medical follow-up 
agency, the Institute of Medicine, for a review of existing scientific, 
medical and other information on the possible health consequence 
of Persian Gulf service. We are hopeful that that contract will be 
signed and work begun in the immediate future. 
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Mr. Chairman, the vast majority of Persian Gulf veterans that 
we treat have conditions that are readily diagnosable and treat- 
able. However, there are a small number of cases for which there 
are no readily available answers. These cases present complex 
health issues, some of which appear to defy our best efforts to de- 
fine them, issues which will undoubtedly require further review 
and analysis in the years to come. 

Mr. Chairman, VA is committed to ensuring that the health care 
needs of Persian Gulf veterans are being met consistent with ac- 
cepted medical practice and procedure. Those who need care re- 
ceive care. 

We are also committed to finding the causes of and appropriate 
treatments for the illnesses and conditions that have evaded our di- 
agnosis thus far. 

Mr. Chairman, I am prepared to answer any questions that you 
or members of the subcommittee may have on the VA’s Persian 
Gulf-related efforts. Thank you. 

[The prepared statement of Dr. Holsinger appears on p. 339.] 

Mr. I^NNEDY. Thank you very much. Dr. Holsinger. 

Well, first and foremost, I am somewhat taken aback by your no- 
tion of moving aggressively. Dr. Holsinger. I think that when we 
look — I know that you just stated somehow you got 80,000 in there, 
that you slipped 80,000 in, in terms of the registry. 

In your own testimony, as I look, it says as of March 31, 1993 
more than 3,970 individuals have been examined for the registry. 

What is the difference between the 3,970 and the 80,000? 

Dr. Holsinger. There is a ready answer for that, Mr. Chairman. 
We have had almost 4,000 individuals as of March 31 who have 
presented solely to be examined under the registry provisions. 

We have seen nearly 80,000 veterans in total who go into that 
registry when they come into our hospital for outpatient care or in- 
patient care. 

We have those individuals, 73,000, that are outpatients, nearly 
5,000 that have been inpatients. There may be some overlap in 
that group. But an additional 4,000 as of March 31 had come solely 
for the purpose of having a registry exam. 

Mr. ifoiNNEDY. The 80,000 people that you are referring to fully 
answered all the questions and have completed all the require- 
ments of the registry? 

Dr. Holsinger. The way you phrased the question is not exactly 
the way I would answer it. But I will try and do both. 

The situation is that if they have come to us as an inpatient, 
they are ill 

Mr. Kennedy. Yes, I got that part of the answer. I understood 
that. 

Dr. Holsinger. Then we do a full history and physical on them, 
the same sort of thing that we would do if they were coming in for 
a registry exam. 

What we have tried to do is to bring individuals who are not nec- 
essarily sick, who may not necessarily have symptoms, who don’t 
need treatment, to come in and have a registry exam. 

Mr. Kennedy. I appreciate that. I just asked a simple question, 
which was: the 80,000 that you referred to, have they been through 
all the questions that are necessary to 
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Dr. Holsinger. The answer to that question is no, they would 
not have answered all those questions. 

Mr. Kennedy. Okay. So what you have said is that you tried — 
I mean, what happens here is that you give an impression that you 
have gotten a lot done. And then there is a concern that perhaps 
not as much has been done. 

We are imder the impression on this committee, by a lot of peo- 
ple that have testified throughout the day today, that about 4,000 
soldiers, out of 600-and some odd thousand that served in the Gulf, 
have completed the requirements for the registry. 

Dr. Mather. Examination. 

Mr. Kennedy. Examination, yes. 

Dr. Holsinger. Right. 

Dr. Mather. The law says, though, that we must register every- 
one who applies for benefits. So everyone who files for compensa- 
tion or pension is registered. 

Mr. Kennedy. No, I understand they are registered. But the 
question is not whether or not you are registered. The question is 
whether or not you have answered the questions that allow us to 
draw conclusions about the types of service that you are involved 
with. 

If you recall, the purpose of this registry was to make determina- 
tions as to what chemicals these soldiers were exposed to, what 
kinds of service they were involved with, so that we wouldn’t have 
a repeat of the Agent Oreuige fiasco. 

So if that is true, then what I am trying to get to is, I think, 
something fairly simple, which is whether or not the 80,000 people 
that you just mentioned have completed the requirements. Not why 
they came into the VA. I don’t really care why they came into the 
VA. I am just asking you something fairly simple. Did they com- 
plete all the questions that are necessary for the registry? 

Dr. Mather. The registry is voluntary. They have not. The an- 
swer is no, they have not. 

Mr. Kennedy. We understand that. We understand that the reg- 
istry is volimtary. That has nothing to do with the answer to my 
question. The answer to my question is yes or no. 

Dr. Mather. No. 

Mr. Kennedy. Yes, we did in fact complete all the questions, the 
80,000 people that came in. How many did you — if you didn’t do 
the 80,000, how many have you done? 

Dr. Mather. The 4,000 have been registered in the automated 
database. 

Mr. Kennedy. So you have done 4,000. You haven’t done 80,000. 

Dr. Mather. We have seen 80,000. 'There are 80,000 names in 
the registry. There are 4,000 examinations that have been com- 
pleted and entered into the automated database. 

Mr. Kennedy. So you mean 80,000 people have sort of knocked 
on the door, in one way or another, of the VA since their service 
in the Persian Gulf, but only 4,000 have really completed the 
registry. 

Dr. Mather. 'The registry examination. 

Mr. Kennedy. But you want to claim the 80,000. 

Dr. Mather. Some of these 
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Mr. Kennedy. Well, let me ask a different question. Did 76,000 
people say they didn’t want to complete their registry questions? 

Dr. Holsinger. No. Seventy-six thousand people came to us for 
treatment and we cared for them. 

Mr. Kennedy. I appreciate that. 

Dr. Holsinger. I mean, many of them were too sick at the time. 
They had a heart attack or whatever. They were too sick to fill out 
a registry questionnaire. 

The point being that we have registers and we have the names 
and addresses which we are able to maintain in the register of ap- 
proximately, Mr. Chairman, 30 percent of the individuals that are 
veterans, that are in veteran status. You have to remember that 
half or so of the individuals are still on active duty. 

Mr. Kennedy. I understand that. 

Dr. Holsinger. So we are dealing with a lesser number than 
658,000 individuals. 

Mr. Kennedy. Okay. Well, let’s call it — ^what do you want to call 
it, 300,000? Okay, fine. 

Dr. Holsinger. The point being that 80,000 people have come to 
see us, out of 300,000. 'Hiat is a pretty impressive number. 

Mr. Kennedy. Okay. Let me get to a second set of questions. You 
are saying that you have had 26 veterans that have been admitted 
to the referral centers. Now do you thi nk it is — you were here for 
most of the testimony today, correct? 

Dr. Holsinger. I have been here for all the testimony. 

Mr. Kennedy. Okay. Now we heard one of the panelists indi- 
cate — the fellow from Texas, his name is Mr. Sylvester — indicated 
that his organization had supplied an 800 number. And shortly 
after the 800 number was established, he received 6,000 separate 
inquiries indicating soldiers who had felt some kind of Persian Gulf 
syndrome sicknesses. 

Do you think that it is strange that you have only had 26 and 
that he has had 6,000? 

Dr. Holsinger. I think you are comparing apples and oranges, 
Mr. Chairman. The 26 individuals are individuals that have prob- 
lems that our local facilities have been imable to diagnose and 
which have been sent on to a special referral center where we have 
additional types of care. 

Mr. Kennedy. I think the problem is that you think that my 
question is a problem. 

Dr. Holsinger. Well, we have had 80,000 people come, compared 
to his 6,000. 

Mr. Kennedy. Dr. Holsinger, what I am trying to get across to 
you is something fairly simple, which is that there are 6,000 out 
there that don’t feel that they are getting the proper service from 
the VA. There are 6,000 Persian Gulf veterans that feel not that 
they call the VA when they are feeling sick, but they feel they call 
an 800 number, because they don’t feel that the VA is going to pro- 
vide them with the care. 

Now, you know, you can say, well, you are doing all these things. 
You know, you said in your testimony that, first of all, you are 
moving aggressively. And you also then talked about your NAS 
agreement. 
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But didn’t you miss your May, 1993, deadline with your NAS 
agreement, your National Academy of Sciences agreement? 

Dr. Holsinger. Well, the NAS agreement requires, under the 
congressional legislation, that it be a VA and DOD activity. I have 
signed the agreement. It is at DOD. We expect it to be signed by 
DOD shortly. But we have already started all the negotiations with 
NAS in order to have it in place. 

Mr. Kennedy. It is a fimny answer because what you are saying 
is, look, I did my job. And it is a bureaucratic answer and 1 suppose 
that means the VA is doing its portion. 

But the question isn’t whether or not we are trying to cover our 
tails with the Congress. The question is whether or not we are get- 
ting and creating an environment through which Persian Gulf vet- 
erans that are feeling these illnesses feel that they can come 
forward. 

Now I just want to go on for a second here. You know, I sat 
through testimony last year where General Blanck testified. And, 
you know, it is nice to see that you have changed some of the opin- 
ions of the panel. 

I mean, we have got the reports of the panel’s initial responses 
last year which, you know, just said there is no good reason at this 
time to believe these S 5 nnptoms are related to petroleum products, 
said the statement prepared by the Army Surgeon General’s Office. 
You know, the nine member panel include experts from the petro- 
leum industry. 

Researchers concluded that stress was the likely cause of similar 
complaints amongst the groups of reservists from Indiana. 

So what happens is, you create an atmosphere. You have the 
same people that do the .^ent Orange study that conduct this 
study. Then what happens is you say that you have created — ^that 
you are moving aggressively, we missed the deadline because of 
some bureaucratic snafu. I am sure if 1 asked the General why he 
missed the deadline, he will come up with a reason, as well. 

But what will happen is, from the Persian Gulf veterans’ per- 
spective, they are not getting the service that they need. And there 
is, I think, a general sense that this is looked on with real skep- 
ticism and it is not being pursued agmssively. 

You shake your head, doctor. But I have just given you some ex- 
eunples as to why they feel that way. You know, you claim, you sort 
of slip in 80,000 when the reality is that you have done 4,000. The 
fact is that you missed the National Academy of Sciences deadline. 
There have only been 26 veterans that you say have been put into 
this special category because you cannot solve what their illnesses 
are at the local level. 

But we have just heard lots of testimony. We have heard from 
one of your doctors in the New England region who says he has 
seen up to 80 — 97, I think — 87 veterans where there was no direct 
conclusion. And he was saying that he was having all sorts of prob- 
lems in linking the sicknesses that these veterans feel with any di- 
rect illness — excuse me, with any direct cause from their experi- 
ence in the Persian Gulf other than multiple chemical sensitivity. 

So what happens is, you have got the situation where you are 
saying we are doing everything that is possible, but there is a 
whole panel of experts that have just come in saying that what is 
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necessary is a whole body of knowledge that has to be developed 
with regard to multiple chemical sensitivity. 

And so I don’t believe — my conclusion is not everything is being 
done, that you are not coming forward testifying today as to what 
is needed, you are coming forwsu'd today and telling us everything 
that you have done well. And it is not going well for those veterans. 

Let me just shift gears briefly here. General Blanck, your testi- 
mony indicates — let me quote — ^“careful analysis of these atypi- 
cal” — ^now we are talking about depleted uranium here. “Careful 
analysis of these atypicfd exposures to depleted uranium suggest 
that there will be no significant increased risk to health either in 
the short or long term.” 

Yet I also have a document that has been prepared for the De- 
partment of Defense by the Army Surgeon General’s Office which 
indicates that depleted uranium can be toxic to the kidneys, may 
increase the risk of cancer, and can be absorbed into the body 
through exposure to tanks that have been penetrated. 

Now could you explsun the difference between your testimony 
and the evidence that has been collected by the Surgeon General? 

General Blanck. Both of what you have just alluded to I would 
agree with wholeheartedly. That is, depleted uranium clearly is 
both a radioactive substance — ^however low the level, it is still ra- 
dioactive — and, as a toxic heavy metal similar to lead, has the po- 
tential to cause both short and long term effects. Absolutely no 
question. 

'The first bit of testimony that you read, in which so far, I would 
say, we conclude that we don’t have any evidence that there are 
these kinds of health problems — at least we have not seen them 
now — is based on our analysis of members of the National Guard 
unit exposed to contaminated dust as they were clearing Bradley 
Fighting Vehicles and some tanks that had depleted uranium in 
them, and from an analysis and follow up of 22 soldiers hit by 
friendly fire who actually have depleted uranium fragments in 
their bodies, and it is so small and scattered that we can’t get it 
out. 

We have looked at those folks and continue to follow them. 

Mr. Kennedy. But what you just said is a little bit different than 
what your testimony says. Your testimony says careful analysis, 
not the data that we have thus far collected. It says careful analy- 
sis of these atypical exposures to depleted uranium suggests that 
there will be no significant increase in risk to health either in the 
short or long term. 

That is a little different than what you have just said right now, 
which is that in the studies that have been completed to date, that 
are still not completed, that you haven’t seen direct cause emd ef- 
fect between the depleted uranium and the potential illnesses that 
these fellows feel. 

General Blanck. I see exactly what you are saying and I would 
agree, and would change it to reflect that careful analysis of the 
data we have to date would lead us at this point to that conclusion. 

In medicine there is an old saying, never say never, never say 
always. And so this is something that clearly we need to follow, 
and we have done it. 
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The exposures in those individuals to which I alluded are low. 
And both the Nuclear Regulatory Commission as well as the Army 
have been involved, and the VA, in studying this. 

Mr. Kennedy. Certainly. And I read further in this report that 
under certain circumstances there wouldn’t — the Surgeon General’s 
Office suggests that there wouldn’t be — ^that the body would not ab- 
sorb depleted uranium if it has been eaten or inhaled if it has been 
burned in a fire. 

So I assume, you know, that there is some evidence that would 
suggest that there are certain circumstances where it can be harm- 
ful. I don’t know as I would want to eat a mouthful of this stuff 
under any circumstances. But on the other hand, there are other 
circumstances where it could be harmful. 

General Blanck. Right. 

Mr. Kennedy. Again, I think what it does is it creates an atmos- 
phere which I think, as I recall your testimony last year, you were 
somewhat sensitive to. 

And I think, as I recall, after questioning you, there was a rec- 
ognition on your part that by hiring the same fellow who did the 
Agent Orange report was probably a mistake by the Army, that 
this is a very complicated, potentially very harmffil set of illnesses 
that people are feeling. 

And there should be, I think, a general sense, which I hope that 
you can communicate today, that the Army is going to do every- 
thing in its power to work with Dr. Miller, I would hope with Dr. 
Hyman, and with the other set of panelists that were here prior to 
this panel that have done, as we understood, at Denver over 30,000 
studies of chemical contamination, that we would take those into 
account, and that there would be a general presumption that these 
illnesses are probably related to the veterans’ service in the Per- 
sian Gulf, that we will do everything we can to provide them with 
service-connected disabilities as well as with fundamental health 
care, and that we will then on a separate track be doing these 
studies to help draw the further sort of scientific and medical re- 
quirements that will designate whether or not these illnesses can 
be in fact documented to the satisfaction of the medical and sci- 
entific commimity. 

General Blanck. I do give you that assurance. And we are, the 
services as well as the VA, working very closely with at least some 
members of the community involved with multiple chemical sen- 
sitivity. I have alluded to that and you will have this proposal for 
a study research center at San Antonio. 

It could be done other places, not saying that is the only place 
it should be done. And, of course, as well with Dr. Hyman. 

Mr. Kennedy. Just two quick, brief questions. How long have 
you been aware of the potential health effects of depleted uranium? 

General Blanck. We have been aware of the potential effects 
since it has been placed into mimitions and armor. 

Mr. Kennedy. So you knew, obviously, prior to the deployment 
of these weapons in the Persian Gulf? 

General Blanck. Yes, sir. 

Mr. Ke nnedy. Was there any attempt to let our troops know of 
the potential harmful effects? 
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General Blanck. There are both regulations regarding that and 
certainly attempts were made to do that. 

As you may ^ow from a GAO report done in 1991, I think, I be- 
lieve we failed in that, did not do it very well. 

In fact, the National Guard unit to which I referred that was ex- 
posed to the contamination cle 2 ining vehicles and such, were not in- 
formed until they had done this for three weeks. That is our fault 
and we take that responsibility, and are putting fixes into place. 

Now I think our obligation is to follow that unit, do the appro- 
priate studies, and so forth. 

Mr. Kennedy. Fine. Thank you. General. 

Dr. Holsinger, I just would suggest that the — I have heard many, 
many reports from Persian Gulf veterans that have contacted my 
office that indicate that they, when they go to a local VA, do not 
get referred to either the center that you have talked about in your 
testimony, that they are not referred to the registry, that they 
make complaints about the suffering of diarrhea, of hair loss, of 
disorientation, of stomach cramps, and they have continued to be 
told of situations that would cause this being related to post trau- 
matic stress and other head-related kinds of indications. 

So whether you are getting that message or not, I am trying to 
let you know that that is certednly the information that is coming 
through loud and clear to my office. 

And I would suggest that if there are only 26 people that, given 
the overwhelming body of evidence that we have heard today that 
would suggest how difficult it is to directly relate someone’s service 
in the Persian Gulf to chemical contamination, that I am very sur- 
prised that only 26 people have been referred to the center. 

If the testimony today were, look, every case that comes in, there 
is a presumption, we look up what their record is, we know where 
they served, we know what kinds of chemicals they were contami- 
nated with, and therefore we presume that there is a direct rela- 
tionship, I would say, hey, well, maybe it is only 26 that fall out- 
side of that category. 

But that has not been what we have been hearing. What we have 
been hearing is that there is a presumption that there isn’t a direct 
relationship. 

And so when you tell me that there isn’t a direct relationship 
and yet there have only been 26 veterans that have been referred, 
it seems kind of incredible. You know, it doesn’t seem to make a 
lot of sense. 

Dr. Holsinger. Well, first of all, Mr. Chairman, let me tell you 
that I really appreciate the feedback from you, from what you are 
receiving in your office. I think that is helpful to us, to know that 
we may have a glitch in our system as far as getting information 
out to our people. 

We take this problem exquisitely seriously. This is the reason 
why — this is the reason why last fall I made a determination that 
we would provide veterans with this problem a presumptive prior- 
ity for care, which I have no legal authority to do. 

It would greatly alleviate the problem we have today, for exam- 
ple, in this arena if legislation similar to that of the Vietnam Agent 
Orange priority were enacted by Congress. 
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Mr. Kennedy. Well, that is what we tried to do. That is what 
Lane Evans worked his tail off all last year trying to do. 

One final question and then I will turn it over to Mr. Bachus. 

Of the 76,000 veterans that the VA included in the registry, how 
many have been encouraged by the VA to complete the registry 
exam? 

Dr. Holsinger. Well, I would say that we would encourage any 
that we have the opportunity to. I can’t give you 

Mr. Kennedy. Are you going to claim the 76,000? 

Dr. Holsinger. No, I can’t do that. I can’t give you a number, 
because I would have to go back to each individual station and ask 
them whether they encouraged people to do this. 

Mr. Kennedy. Okay. Dr. Holsinger, let me just conclude by say- 
ing the following: Look, last year when you were testifying, when 
General Blanck was here and I assume probably some of the rest 
of you, I remember we had these hearings and people were looking 
at me saying, listen, Joe, there are only 200 people out there. 
Somebody else was saying there were 150. 

Now there were reporters — I remember there was a fellow from 
the Boston Herald who had heard personally of himdreds of cases. 

We have gone in the last six months from himdreds to thou- 
sands. And yet we have not increased the level of participation by 
either the VA — I get the sense that the Army is starting to get it. 
I know that Secretary Brown has indicated that he gets it. 

But I will tell you. General, I don’t know what it is like in the 
active military forces. I am concerned that veterans that are active 
military feel very nervous about coming forward vrith these kinds 
of illnesses, for the exact reason that Mr. Boyer went through in 
his eloquent statement earlier today. 

And I am very concerned. Dr. Holsinger, that it takes a hearing 
like this for the VA to kind of begin to get it. You know, it just 
shouldn’t take this. 'There should be an easier relationship between 
our veterans and the VA, when you have got literally thousands of 
them coming forward with these kinds of illnesses. 

Dr. Holsinger. Mr. Kennedy, let me just say that I agree with 
you. And I think, though, that one of the things that also takes 
place, having served 32 years in the Army Reserve and only retir- 
ing a year ago, numbered, all these individuals that were reservists 
and guardsmen that were called up, that want to stay in the Re- 
serve and Guard, have the same sort of problem that our friends 
and colleagues in the active duty have, in that they don’t want to 
be coming up and being not allowed, having a bar to reenlistment 
or being boarded out of the Reserve or Guard also. 

So the fact that they don’t necessarily come forward to us and 
they are in civilian status but are also guardsmen or reservists is 
also real. 

Mr. Kennedy. But, doctor, you don’t need to hear from a con- 
gressman about this issue. Golly, you know, you just don’t. You 
have got to be in better touch with your patients than, you know, 
waiting for a bunch of congressmen to bring it to your attention. 
Golly. It doesn’t make sense. 

Dr. Holsinger. We hear that from our patients. We hear that 
from our patients every day across the system. And we are con- 
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cemed about it and we will continue to be concerned about it until 
we get it worked out. 

We are like General Blanck. We are very interested in the re- 
search aspects of this thing. 

I would love to have a proposal, for example, a research proposal 
that I can put before a human studies committee and to consider 
funding, have it peer reviewed, by Dr. Hyman. We have not re- 
ceived that but we would love to nave it. We would take it today 
and put it out for review. 

Mr. Kennedy. Thank you very much. 

Dr. Holsinger. So if we can get those, we will be happy to go 
with them. 

Mr. Kennedy. Thank you, doctor. Mr. Bachus. 

Mr. Bachus. General Blanck, Dr. Claudia Miller in her testi- 
mony called for establishing an environmental medical unit to diag- 
nose and evaluate chemicm exposures. Do you agree with that re- 
quest? I think you may have indicated so, but not in your written 
testimony. 

General Blanck. It is not in my written testimony. But I would 
add this to my testimony, if I may. And it is the proposal that I 
have received from the University of Texas at San Antonio, au- 
thored by her, to set up such a unit. 

With it, incidentally, I have a supporting letter from the Environ- 
mental Sciences Section of the National Institutes of Health, sup- 
porting the same thing. 

And I have discussed this with Dr. Mather, with Dr. Holsinger, 
and I know they are supportive as well. 

Mr. Bachus. When do you think that environmental medical unit 
could be established? 

General Blanck. I believe with the proper funding — and I have 
spoken to folks down there — ^we are tallang a matter of months. 

Mr. Bachus. All right. I would urge you to go forward with that. 
And I commend you for your position. 

General Blanck. Thank you. 

Mr. Bachus. Let me ask you a question just from your testi- 
mony. You mentioned 22 Desert Storm veterans who were hit by 
friendly fire, which had depleted uranium exposure. 

General Blanck. Yes. 

Mr. Bachus. I guess that wasn’t on the fronts of our tanks, so 
I guess that was from projectiles. Was that from the slugs? 

General Blanck. I have read this, so let’s see if I can get it right. 
There were 35 soldiers — to the best of my knowledge, there were 
no Marines, no sailors and no airmen in this status — ^who were in 
Bradleys or in perhaps one case an Abrams, that were hit by muni- 
tions that had depleted uranium in them — by definition, since the 
Iraqis, to the best of our knowledge, did not have this, that is 
ours — that were thus exposed to the combustion products, the prod- 
ucts of oxidation of depleted uranium. 

Twenty-two of those 35 actually have depleted uranium frag- 
ments. The remainder, the difference between 35 and 22, had 
wounds and so forth that potentially would have been contami- 
nated by depleted uranium dust. And these sire the ones that, in 
cooperation with the VA, we have entered into a separate registry 
and follow. 
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Mr. Backus. Are they manifesting any symptoms? 

General Blanck. No, they are not. And I asked that question as 
recently as this morning, and I think there may be one exception 
to that. But the vast majority are not, even those with the depleted 
uranium fragments, in particular those. 

And we have looked at two things, as I alluded to before. One 
is the effect of the metal toxicity on kidneys and bone marrow, and 
so forth. And there is some uranium in the urine. That means that 
there is some toxicity, of course. It is below the accepted levels for 
that, what is considered normal, if you can consider anything of 
that sort normal. 

Lead would be more of a worry. And then they have evidenced 
no signs of increased radioactivity, as we can measure. 

Mr. Backus. All right. Thank you. 

Dr. Holsinger, would you comment on the testimony of Dr. 
Hyman? Do you believe it is important for the VA to undertake a 
research project, as suggested by Dr. Hyman, with 25 to 30 Desert 
Storm veterans? 

Dr. Holsinger. No, I think the way that he has said that would 
not be the way to go about it. 

We believe that there ought to be a full research proposal pre- 
pared in which we have appropriate controls and reviews. Such a 
proposal would be reviewed by a human studies subcommittee at 
one of our facilities that Dr. H 3 rman would work with to review eth- 
ical problems that always come up when you deal with using hu- 
mans as experimental subjects. We would do a fiill research proto- 
col right from the very beginning to determine this. 

As I said earlier, we would be happy to receive from him such 
a protocol. To date we have not been able to obtain one. We would 
love to have one and we would love to be able to put it through 
the normal research process and look at the funding of such a 
project. 

We will not be able to determine the scientific merit of what he 
is talking about until we have a chance to review such a proposal. 

Mr. Backus. Let me ask you this: If he submits a research proto- 
col, would you insist that he utilize a VA facility, knowing his hos- 
tility based on his past emerience? 

Dr. Holsinger. Well, I can’t determine that, without having a 
better understanding of exactly what he is doing. I have not been 
able to read any of the papers that he has indicated that he has 
written and has prepared for pubhcation, nor have I had a chance 
to read a research proposal to understand what would be so dif- 
ferent about what he would do that we couldn’t duplicate in one 
of our major medical centers, such as the one in New Orleans, as 
an example. I just don’t know until I see such. 

Mr. Backus. I understand a certain eimount of skepticism. But 
there are five veterans who say that he has cured them of their se- 
rious condition. 

Dr. Holsinger. Well, this is particularly the reason why we be- 
lieve that a follow up and doing a study in this arena would be 
worthwhile. 

I would not be willing to commit the taxpayers’ money to a re- 
search project if I didn’t think there was the possibihty of merit to 
it. And that is why we would — ^like I said, we would love to have 
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a proposal. We would love to have a proposal that we could take 
through the full process and consider funding. 

Mr. Backus. I think he said publicly that he is not going to agree 
to such a research project at a VA facility. And that is why I am 
asking you, if he submits this research protocol, would you insist 
that it be done at a VA facility? Or would you allow him to do it 
based on his proposal? 

Dr. Holsinger. I don’t think that we would quibble over the 
exact location where it is done. Our concern is that we have a pro- 
posal that represents good science, that would give us the answers 
that we would be hoping would come forth from such a proposal. 

As I said, I can’t make that kind of a decision until such time 
as we have an opportunity to put it before a merit review panel 
and have the scientific merit of such a proposal reviewed. 

Mr. Backus. Tom Lane went to a VA facility, is that correct? The 
veteran that testified this morning. 

Dr. Holsinger. I am trying to remember his testimony. I can’t 
remember whether he said he did or not. 

Mr. Backus. I just wonder what his diagnosis was. 

Dr. Holsinger. I honestly don’t know. 

Mr. Backus. Or whether he was not one of these 26 people that 
was not diagnosed as having any sort of special condition. 

Dr. Holsinger. We would have to do several things. One would 
be to make sure that he would allow us to release that information, 
since it would be in his medical record. But we would have to look 
at it to know exactly what we said. 

Mr. Backus. What is VA’s response to the possible need to diag- 
nose and treat veterans who may be showing a reaction to endemic 
diseases? 

Dr. Holsinger. You are talking about things like leishmaniasis, 
for example? 

Mr. Backus. Yes. 

Dr. Holsinger. Well, obviously leishmaniasis is a clearcut diag- 
nostic entity. And we would, obviously, treat anyone with leishma- 
niasis. The same with any other vector borne ^sease, and so on. 

Mr. Backus. How many leishmaniasis patients do we have in the 
veterans facilities? 

Dr. Holsinger. We have three. 

Mr. Backus. Three? 

Dr. Holsinger. In our facilities at this point. 

Mr. Backus. How about in DOD? 

General Blanck. There have been 31 diagnosed. 

Mr. Backus. Thirty-one? 

General Blanck. Yes, sir. 

Mr. Backus. These are active duty personnel? 

General Blanck. The 31 is a total. And to the best of my knowl- 
edge, the three that the VA is caring for are included in that 
number. 

Mr. Backus. Are there any other bacterial infections similar to 
the condition that Dr. Hyman was describing, other than the leish- 
maniasis patients? 

Dr. Holsinger. Well, we had cases of diseases endemic to that 
area of, oh, everything from malaria to — more common seen here 
in the States even is meningococcal meningitis. We had two or 
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three cases of that. I think we had one case of Q fever. A variety 
of infections, less than we expected. But certainly we had them. 

I think that is different, though, than what Dr. Hyman is postu- 
lating, which is a more generalized kind of infectious nature, dif- 
ficult for medicine to recognize for a variety of reasons. And cer- 
tainly it occurs here in the States as well as may have occurred 
over in the Persian Gulf area. 

Mr. Backus. General Blanck, you have come across individuals 
who are manifesting the condition that Dr. Hyman has treated? 

General Blanck. Yes. 

Mr. Backus. Have you been successful in treating them? 

General Blanck. Now we are talking about what I would term 
chronic fatigue syndrome. Although I have talked with Dr. H3nnan 
and I think much of what he says makes sense, I have not evalu- 
ated his methods or treatment, and so forth. 

So I would say that the success medicine has had in dealing with 
chronic fatigue syndrome has at best been limited. We have not 
been very successful in either being able to diagnose it routinely or 
to treat it effectively. 

Mr. Backus. Did you hear Mr. Hollingsworth’s and Mr. Lane’s 
testimony? 

General Blanck. I did not, but I am aware of them. 

Mr. Backus. From what you are aware of, would you diagnose 
that as chronic fatigue syndrome? 

General Blanck. Yes, I think it would fit in there. Now the CDC, 
Centers for Disease Control, have come up with some specific cri- 
teria for chronic fatigue. And I don’t know if their cases fit into 
that criteria. 

Whether they do or not, I think certainly that would be a diag- 
nosis that I would use pretty readily. 

Mr. Backus. That would be your best judgment as to what they 
are manifesting? 

General Blanck. Yes. Either that or the multiple chemical sen- 
sitivity. Something of that nature, yes. 

Mr. Backus. How would that be service-related? 

General Blanck. Two ways. One is that it was acquired or devel- 
oped incident to service. For example, if someone develops asthma 
when they are in the military, no history of it before 

Mr. Backus. Through an exposure to a toxic substance? 

General Blanck. Well, not even necessarily with any toxic expo- 
sure. They just developed it. I never had asthma before I was in 
the military for about ten years. But I have it now. If it were se- 
vere enough that I had to retire with it as a diagnosis, it would 
be considered incident to military service and thus service-con- 
nected, number one. 

Number two is anything specifically to do with the military, from 
combat injuries to clearly the leishmaniasis, would be service 
connected. 

And that is about the extent of my knowledge on that. I would 
defer to the VA. 

Dr. Holsinger. Well, I think that one of the interesting things — 
and I think this was clear from the panel of experts — ^is that we 
are looking at a range of possibilities of disease entities. 
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It was clear from the panel that one group of physicians felt that 
they had treated 100 percent of their patients appropriately one 
way with similar symptoms to those that another group treated 
somewhere between 90 and 100 percent successfully. We have seen 
that same sort of thing as we have looked at other t 5 rpes of entities, 
as well. 

So I think that part of the conundrum that we are faced with is 
that we have a variety of disease entities which are presenting 
with many of the same symptoms. 

For example, out of the 73,000 veterans that we have treated as 
inpatients, when we have looked at two matched cohorts, 4,000 
that went to the Persian Gulf, 4,000 that didn’t, we find that their 
symptomatology is almost identical. 

There is a difference in readjustment kinds of problems in those 
that went to the Gulf versus those that didn’t. But it is not an easy 
task to tease all this apart, as I think came fairly clear fi-om listen- 
ing to the expert panel. 

Mr. Kennedy. The gentleman’s time has expired. Mr. Evans. 

Mr. Evans. Thank you. General, on Nightline last night you stat- 
ed that the possible health consequences for exposure to depleted 
uranium are unknown. Isn’t this the best argument for giving vet- 
erans and active duty personnel the benefit of the doubt, that we 
don’t know what the potential consequences are? 

General Blanck. Oh, absolutely. Yes, I would agree with that. 

Mr. Evans. All right. Public Law 102-585 mandated that the VA 
and DOD allocate $250,000 each and contract with the National 
Academy of Sciences for a review of the health consequences of 
service in the Gulf. 

This contract was supposed to be signed in May but to date no 
such contract has been signed, I understand. Is that correct? 

Dr. Holsinger. No contract has yet been signed with the Na- 
tional Academy of Sciences. Both the VA and DOD have been 
working for some several months now negotiating a contract with 
NAS. 

We have a memorandum of understanding between VA and DOD 
for the joint contract, the development of that contract that has 
been signed by the VA and is at DOD to be signed. 

We expect to be able to complete the process fairly expeditiously 
at this point. 

Mr. Evans. Do you have a memorandum between the DOD and 
the VA? 

Dr. Holsinger. I am sorry? 

Mr. Evans. You have a memorandum of understanding between 
the VA and the DOD concerning this contract? 

Dr. Holsinger. We can provide you with a copy of it. We are 
waiting for the final signatures from DOD right now. 

Mr. Evans. General, if a veteran inhaled or ingested small 
amounts of depleted uranium, would they register radiation levels 
above background? 

General Blanck. If they ingested or inhaled enough, yes. If they 
didn’t, they would not necessarily. 

If it was in them in the amounts that would be above the NRG 
levels — and again, I emphasize any amount is potentially dan- 
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gerous. Ans^thing above zero. Nonetheless — so the NRC has set cer- 
tain levels and we see if it’s above that. 

The individuals with the depleted uranium fragments do not reg- 
ister above background. 

Mr. Evans. W^at would be the potential health effects of inhala- 
tion or ingestion or do you put it at the NRC limits or below? 

General Blanck. The two would be toxicity from the metal itself, 
depending what form it was in. And, of course, the radioactivity 
can cause the kinds of things that occurs from that. We’re talking 
about cellular damage, mutations, bone marrow suppression and so 
forth. The worst or most apparent consequences have to do as dos- 
age would increase. 

Mr. Evans. This is directed to the VA. We have heard from sev- 
eral witnesses today that they sought care from private physicians. 
That strikes all of us, I think, on this committee as wrong as we 
have a responsibility to these veterans, particularly when we have 
these doubts about the problems at the Persian Gulf and the other 
health consequences might be of their exposure to the oil fires and 
to investigational drugs and so forth. If veterans do not receive a 
firm diagnosis will they be service-connected and/or receive the 
medical care necessary to treat their conditions if they have dis- 
abilities which are undiagnosable in terms of what their disorder 
is? 

Dr. Holsinger. Let me split the questions into two parts and I’ll 
answer the health care part and ask the folks from Veterans Bene- 
fits Administration to answer the benefits side of. 

We are committed to taking care of any Persian Gulf veteran 
that comes to see us, irrespective of whether the problem they have 
ends up being service-connected or not. But we have some legal 
problems that we work around, one of which is the fact that if they 
make more than a certain income, then we’re required to bill them 
under current legislation. 

As I indicated earlier, some of the problems we have right now 
with treating individuals who have environmental hazard exposure 
from the Persian Gulf could be alleviated if we could have legisla- 
tion similar that that was enacted some years ago for the Vietnam 
Agent Orange exposure issue. 

Mr. Evans. Do people have to work in VA hospitals when they’re 
ill? There was an allegation one or two witnesses raised that we 
have veterans that have gone to a referral center that actually 
have to mop floors and wax floors. 

Dr. Mather. We heeird that testimony yesterday, Mr. Evans, and 
were appalled by it and did call West Los Angeles. And, in fact, Mr. 
Kresh did arrive unscheduled. He was scheduled to come but not 
at 5 o’clock on the day in which he did arrive. He did have to wait 
in the emergency room while they began the workup. He had been 
referred. It was decided at that point that he was well enough to 
be worked up, at least initially, as an outpatient and he was re- 
ferred to the domiciliao’ to stay that evening. As a part of his ori- 
entation to the domiciliary he was instructed that people in the 
domiciliary were expected to keep their rooms clean and was shown 
how they did that. However, when he said that he felt too weak 
to clean his room, they said that they would make arrangements 
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to have his room cleaned. And he did not have to pay for his meals, 
which was reported. 

He was not in the hospital, he was in a domiciliary following his 
arrival at West Los Angeles. 

Mr. Evans. General, in the area of downsizing, I think we all are 
concerned that service men and women consider health problems 
as a possible black mark on their career. In fact, I know from my 
own experience with Vietnam veterans that even if they have post- 
traumatic stress disorder, if the^re active duty servicemen and 
women, they’re very reluctant to come forward. 

What actions has the DOD taken so that individuals can come 
forward without jeopardizing their career, particularly as there’s 
more competition, you might say, within the ranks? 

General Blanck. It’s of great concern to us. We have taken a 
number of actions. I’m not sure they’ve been totally successful. In 
fact. I’m sure they haven’t. I think there’s large numbers of individ- 
uals out there who continue to have this kind of concern. 

Specifically, however, in reference to this problem we in the mid 
1991 or 1992 — 1991 sent a message out alerting our hospital com- 
manders and every reserve guard and active commander at post 
camps and stations telling them of this problem and emphasizing 
the need to have the soldier evaluated so that we could learn more 
about it, look at what they had been exposed to and all of that kind 
of thing. That was partially due to us looking for leishmaniases, 
but also in dealing with this whole spectrum of symptoms. 

We followed that up with subsequent messages. I have person- 
ally talked to every hospital commander, might be one or two I’ve 
missed, but I don’t think so, in the Army asking them about this, 
emphasizing the need to go out and market with their commu- 
nities; that this can’t be considered a mark ag^st a soldier for re- 
porting a health concern, for heaven’s sakes. That’s ridiculous. 

Now, have we been successful in that? Probably not. I think with 
our best efforts there are soldiers out there with downsizing and 
everything that are still very concerned. And I would bet that there 
still some commanders out there who use this. And we continue to 
work this. 

I know General Sullivan on down, this is an absolute commit- 
ment that we will not penalize people for being sick. 

Mr. Evans. I have many other questions which I would like to 
submit in writing to this panel. 

Mr. Kennedy. Thank you very much, Chairman Evans. 

Mr. Buyer. 

Mr. Buyer. Thank you, Mr. Chairman. 

General, I have a question for you. At the top of the information 
paper, what is SGPS-PSP? What’s that for? 

General Blanck. SGPS — that’s the office symbol for the Profes- 
sional Services Directorate in the Surgeon General’s Office. 

Mr. Buyer. Okay. 

General Blanck. I don’t know what the acronyms are or the ini- 
tials. 

Mr. Buyer. Well, that’s fine. I just wanted to know what particu- 
lar office because I’ve been reading a lot of the information papers 
that go back and forth within your medical community. And when 
I read statements in there, like here’s an information paper dated 
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14 August, 1992 that says, “To date there is no objective evidence 
that a single soldier, sailor, airmen, or Marine has an illness that 
can be linked with petroleum exposure from the Persian Gulf expe- 
rience.” Wow! 

I mean, we just had a panel of experts talk about multiple chemi- 
cal sensitivities and petroleum exposures and things like that. I 
sincerely believe, and I made the statement earlier, there’s a dif- 
ference between medical ignorance and medical stupidity. 

It’s medical ignorance if there’s something out there in which you 
don’t have expertise or you don’t have the training for and you seek 
other avenues to gain a greater intelligence and a greater under- 
standing. It’s medical stupidity if you turn your back on it. 

Now, of all the statements I read last night, two of them I got 
tremendous reaction from. One of them is a gentlemen that testi- 
fied earlier, Mr. Wall, from the Vietnam veterans, and yours. Be- 
cause I think your testimony probably is the reason that I was 
compelled to even make comments here today. I don’t think you 
wrote all of your statement. 

General Blanck. No, I did not. 

Mr. Buyer. I know you did not. Part of it you did. I can tell what 
part you wrote, because you let your personal feelings come 
through in it because I think you want to choose and recognize the 
medical ignorance side and you want to reach out for the greater 
imderstanding. 

General Blanck. That’s true. I think we 

Mr. Buyer. And I can see that. I can see that. General, in your 
statement. And then I could also tell in your statement, though, 
you’re a general, you salute. And in here you’ve made the complete 
documentation of what happened from the 123rd ARCOM and the 
post-traumatic stress and sauted that off. That’s what really upset 
me the most because when you said the documental medical and 
dental problems and illness found by that group were typical of 
that that would be expected from the general population. Wow! Be- 
cause that doesn’t really even go into and talk about that which 
searches for the greater imderstanding. 

Now, absent from this written statement, though, what really 
concerned me, and I don’t know why you left it out, was the pro- 
posal that we talked about for a clinical investigation. And Dr. 
John Howell had been in touch with you and submitted that pro- 
posal to you back in February. 

Tell me where that stands right now and why you didn’t address 
that in here. And I am really touched by why Dr. Miller didn’t even 
bring it up until I had to ask her questions about it. 

General Blanck. I’m sorry. It’s because — no, here it is. And at 
the beginning of my testimony I refer to it and have submitted it 
as an addendum to my testimony. 

Mr. Buyer. Okay. I didn’t get the addendum from the testimony. 

Thank you. 

General Blanck. I beg your pardon? So it’s there, it’s on the 
table with copies and all that kind of stuff emd a supporting letter 
from National Institutes of Health. VA, DOD, I think all of us are 
in favor of this kind of an approach, as well as doing some of the 
other kinds of things that we’ve already spoken of. 
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Mr. Buyer. You had also sent a letter to the Surgeon General 
back in February 16, 1993 recommending that an expert panel be 
conveyed similar to the one on chemical exposure. What’s 
happened? 

General Blanck. That panel was, in fact, convened by the VA 
and that was the one that 

Mr. Buyer. Well, okay. I didn’t know if there was one that you 
particularly had, not the VA. This was, in fact, that panel. 

General Bianck. Again, working together we came up and the 
VA took that, yes, and a very successful one. 

Mr. Buyer. Okay. Now, try to keep everybody on the same ball 
park here in my mind. 

Then on page 12 of your testimony when you talked about that 
compared to a large number of military service personnel deployed 
to Southwest Asia, over 600,000, only a relative small number re- 
ported chronically ill defined symptoms which are difficult to diag- 
nose or to treat. And then you said that when you sent out the 
message into the active world, you got 67 reported. Then those who 
are out there who have gotten off active duty. Reservists or Na- 
tional Guard or those who have been separated voluntarily or in- 
voluntarily, now we have 76,000; Seventy-six thousand who have 
come to the VA system? 

Dr. Holsinger. 76,000 people have sought care from us. Some of 
those are for heart attacks, broken legs, all types of illness. Just 
because they served in the Persian Gulf doesn’t mean they don’t 
get other kinds of illness than the ones we’ve been talking about. 

Mr. Buyer. Right. Therein lies part of the problem. If I’d go to 
the VA and say I’ve got a bladder infection, that’s all the record 
is going to show — the bladder infection. Or that they went there be- 
cause they had pneumonia. Or they only went to get a snapshot, 
you get only a snapshot of the symptom of the problem. 

Dr. Holsinger. Right. 

Mr. Buyer. See what I mean? So out of that 76,000 right now 
we don’t know how many of those 76,000 have many of these dif- 
ferent problems. Would that be very accurate, doctor? 

General Bianck. Absolutely. And, in fact, you didn’t ask the 
question, but if I can continue with that line of thought, one of the 
enormous problems that we have had is we continually compare 
apples, oranges, grapes and whatever. We talk numbers and we 
throw them out as though they really meant something, and I sus- 
pect they do but I’m not sure that all of us have the same meaning 
for them. 

One of the initiatives that we now have enough cases to, I think, 
take on is to say, “Okay, here this is, a distinct entity may have 
multiple causes, whatever, but a distinct real entity, what are the 
diagnostic criteria for it similar to that that the CDC has done for 
chronic fatigue syndrome?” And now once we have those, and part 
of that is that other things that we do know about are excluded, 
now we have a basis for talking about the same thing and compar- 
ing the same thing, doing cohort studies which at the panel that 
we talked about, I think the American Legion also had rec- 
ommended and try to get on top of this. Try to get £m accurate de- 
termination of how many we’re talking about. 
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Mr. Buyer. Of those on active duty, and we’re talking about the 
67 that came forward, when you’re being treated in the U.S. mili- 
tary, don’t your records get flagged? 

General Blanck. No. 

Mr. Buyer. Isn’t there a flagging process of a record imder medi- 
cal treatment for nondeplo 3 Tnent? 

General Blanck. Only if the/re — if they’re nondeployable or if 
the/re some kind of a profile status, if they’re under current care 
for some kind of a disease process that would be viewed serious 
enough to prevent that, yes. 

Mr. Buyer. Would an active duty soldier that comes forward and 
is being treated for any of these Desert Storm related illnesses, 
would his or her records be flagged? 

General Blanck. For some of those — are you talking about this 
illness that we’ve not come to diagnose? 

Mr. Buyer. Right. Right. 

General Blanck. Yes. If they are — there’s a soldier in Hawaii, for 
example, whose records would be flagged as nondeployable because 
he is, even though we’ve not figured out what it is that he has. 

Mr. Buyer. Right. 

General Blanck. So in some cases, yes. In other cases the com- 
plaints may be such and the disability such that the soldier is still 
considered to be deployable and so in that case the records would 
not necessarily be flagged. 

Mr. Buyer. And if a soldier is nondepolyable, he could be barred 
to reenlistment? 

General Blanck. Yes. 

Mr. Buyer. And there in lies part of the problem within the sys- 
tem. You can’t get these soldiers to come forward. You can’t get 
these Marines to come forward if they’ve only got two or three 
years or four years left upon their enlistments. How are you going 
to get them to step forward if we’re going to flag them in the proc- 
ess? They’ve got fears of administrative discharge from the military 
from the downsizing of the ranks of the military. 'They’ve given tre- 
mendous amounts of time, energy, and sacrifice for their country 
at a time when we’re throwing them out? Sorry, I get a little emo- 
tional about this. 

Well, one last question if I may, Mr. Chairman, about one of the 
information papers I’d read about. Let’s talk about our allies for a 
moment, our Mends, the Canadians, the French, the British. We 
have British that live about 100 yards from my tent prisoner of 
war camp. I couldn’t tell you where the Canadians were, but I 
know where the French were located. But I’ve read some state- 
ments where they’ve not come forward for these types of illnesses. 
Are you aware of that? 

General Blanck. We had, in fact, been asked at previous testi- 
mony to provide information, formal information in response to 
questioning of the British, the French and the Canadians. I’ve re- 
viewed the response from the Canadians which formally said 
they’ve identified three individuals. I’ve reviewed the formal re- 
sponse from the British as recently — and talked to the British liai- 
son as recently as last week, and he stated that they were not 
aware of any. 
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I’ve also, however, talked to some individuals from BCC who said 
they sort of hear about some, but it’s very circumspect and no hard 
data. We’ve asked them to go back and recheck. 

The French, I think, have yet to really formally respond. But, 
anyway, they claim they know of none either. 

Mr. Buyer. If I may, Mr. Chairman, on the issue of multiple 
chemical sensitivity, I mean on this particular issue right here, do 
our friends across the ocean, the French or the British or even our 
partners to the north, the Canadians, in their science, do they rec- 
ognize multiple chemical sensitivities and environmental science in 
those countries? 

General Blanck. I would defer to Dr. Miller and others more ex- 
pert on that. My sense of it and I lived four years in Germany, is 
that by in and large Europeans do not recognize it. It’s not as much 
of a controversy as even it is here. 

Mr. Buyer. Okay. 

General Blanck. There is more recognition here. 

Mr. Buyer. But that depends on whether or not we’ve got our 
allies out there. They could have similar problems, but aren’t com- 
ing forward. We don’t know what their collection data process is. 

General Blanck. Oh, absolutely correct. Absolutely correct. 

Mr. Buyer. Okay. So when there’s a written statement in a 
record that says soldiers, sailors or airmen who are Canadian, or 
are either Italian or French or British, that they don’t have these 
symptoms, therefore it’s only isolated to Americans, that really 
would be a false conclusion? 

General Blanck. Oh, all I can say is that, and I think you’re ex- 
actly right, that they report none and we’ve asked. But that doesn’t 
say that there aren’t any, just like we know in our own forces. 

Mr. Buyer. All right. In a spirit of cooperation, taking one step 
forward from the coalition of effort, if we come forward in any proc- 
ess of legislation to bring together the DOD and the VA into this 
process working along with the environmental sciences, if that in 
fact is going to happen, is there a willinmess to turn to our allies 
if they in fact recognize that they might have some problems with- 
in their countries to bring them into the process or either in cost 
sharing or in the investigation of the science? 

General Blanck. Certainly. 

Mr. Buyer. Thank you so very much. 

Thank you, Mr. Chairman. 

Mr. Evans (presiding). General, you’ve endorsed, in effect, a 
study of the possible health and consequences of MCS, is that 
correct? 

General Blanck. Very strongly. 

Mr. Evans. Would DOD be willing to fund that? 

General Blanck. I’m afraid I couldn’t answer that. We would ask 
this committee’s support, the support of Congress in funding that. 
This is something clearly that we both want to do, but will take 
resources above what is normally budgeted to us. 

Mr. Evans. In your opening remarks you testified that you recog- 
nize there is something beyond stress at this point. 

General Blanck. Absolutely. 

Mr. Evans. How does the Department of Defense determine 
which individuals have this un kn own something? 
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General Blanck. Well, it gets back to, at this point by in large, 
a diagnoses of exclusion. If we can’t find anything through the com- 
monly used tests and methods of diagnosing folks who are clearly 
sick, we’re not talking about a real question here, clearly sick; then 
they fit into this category. I think that’s pretty unsatisfactory be- 
cause we’ve already seen some controversy as far as numbers and 
comparing what to what. And I think now we’re at a point where 
we must develop some kind of standard criteria both inclusionary 
that s 5 miptom and exclusionary, that is we’ve looked for other 
causes of these kinds of things and haven’t found them. And DOD 
is, by the way, in the process of doing that and VA is not, but we 
will be involved in that because we’ll review some of the cases. 

Mr. Evans. Review some of the criteria in that regard? 

General Blanck. That’s correct. 

Mr. Evans. What happens now, though, when a serviceman or 
woman is medically discharged on a disability but the cause of that 
disability is unknown? 

General Blanck. We call it chronic fatigue. Well, that’s chronic 
fatigue syndrome, that’s a recognized diagnoses and we’ll document 
the service and all of that kind of thing. 

Mr. Evans. Your recommendation to the Armed Forces on exit 
physicals from the military would be that they should be conducted 
on all members of at least the Persian Gulf War? 

General Blanck. Oh, yes, certainly. 

Mr. Evans. A recent article — I want to ask the VA and. General, 
you also about this question. The recent article in the New England 
Journal of Medicine, May 13, 1993 describes the systemic illness 
which the authors call, if I can get this right, viscerotropic leishma- 
niasis. 

General Blanck. leishmeuiiasis. 

Mr. Evans. To distinguish it from the visceral form of that same 
illness. The authors report the natural history of this illness is not 
yet defined and that the prevalence of infection among Gulf War 
veterans is unknown. They also recommend including this disorder 
in the differential diagnoses of unexplained systemic illnesses in 
patients who have returned from areas of the world where this ill- 
ness is endemic. What is both your reactions to this report? 

General Blanck. We were the first to describe, I think, the vast 
majority of the patients with this form of disease. So my reaction 
to the article is that it’s correct. We have, of course, now evaluated 
literally thousands of patients more for the presence of 
viscerotropic leishmaniasis. We have a blood test, a screening test 
for it that since it’s not automated is both expensive and not widely 
available, but certainly everyone that we know of who fits in this 
unknown category, that is the disorder we’re discussing, has been 
tested for the presence of leishmaniasis. In many cases, the^ve ac- 
tually had a bone marrow examination, which is sort of the gold 
standard, the way that we absolutely determine its presence or 
absence. 

Mr. Evans. Doctor. 

Dr. Holsinger. Yes, we would agree with General Blanck. 

Mr. Evans. Mr. Bachus 

Mr. Bachus. I just got one follow-up question. I would also like 
permission to submit additional questions. 
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Mr. Evans. Without objection. Additional questions and the 
reponses to them will be made part of the record. 

Mr. Backus. Well, I just want a clarification, maybe with Rep- 
resentative Buyer, is the clinical study that we’re talking about the 
environmental medical unit? There’s not an additional study to 
that, is there? 

General Blanck. No, this is the study submitted from University 
of Texas at San Antonio that we’ve talked about, in fact discussed 
at great length at the VA sponsored panel a couple of week ago. 
And what it does, if I can just add a little bit to it, is set up an 
environmentally isolated unit so that you can add to or take away 
various environmental agents that would be atmosphere and in 
food and such and then actually determine what response the pa- 
tient has to both providing and taking away those agents. 

Mr. Backus. Now, I think Chairman Evans asked you if DOD 
was willing to fund it? If we’re going forward with it, do you know 
who would be funding it because you had indicated we might have 
it on line in say six months? 

General Blanck. Well, we could have it on line probably in talk- 
ing with the Texas folks sooner than that if funding is made avail- 
able. The request is specifically from myself from DOD and pre- 
sumably from the VA to ask for support from you, from Congress, 
for the initial funding of this and you’ll see in the accompanying 
letter that NIH has certainly suggested that they would be willing 
to then provide grant money, and I suppose VA and other groups 
would as well, to carry out this work. 

It’s the initial setting up that’s the hurdle. And, in fact, there’s 
actually someone who is willing to fund half of it in a challenge 
grant if Texas can come up with the other half of the money. 

It’s $900,000 to set it up. We’re not talking huge numbers. 

Mr. Backus. So $450,000 in public funding with someone willing 
to match? 

General Blanck. Yes. Yes. 

Mr. Backus. Well, would it be at the University of Texas? 

General Blanck. It’s my understanding it would be in San Anto- 
nio at UTSA. That’s correct. 

Mr. Backus. Okay. Well, thank you. 

Mr. Evans. The gentleman from Indiana. 

Mr. Buyer. Tha^ you, Mr. Chairman. 

I appreciate the chairman when he brought up the issue about 
the characterization of this illness that is imknown as being char- 
acterized as chronic fatigue. That reedly hits me right in the stom- 
ach, how we’re characterize it, doctor, these good troops. It really 
does. And if there can be another process by which to do that or 
characterize, it should be done. 

General Blanck. Well, your point is right. And, in fact, it sort 
of struck me when I said it. 

We don’t know what to call it because we don’t know what it is. 
You’ve heard that a lot of times, I know. And we give it that term 
because then the disability folks look at it analogous to chronic fa- 
tigue syndrome and some of the other diseases we do know a little 
bit more about. And this may be part of that, I don’t know. But 
you’re exactly right, it lends a discredibility, I think. 

Mr. Buyer. Absolutely. 
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General Blanck. And I will tell you right now no bureaucratic 
answer, well change the name. Easy. 

Mr. Buyer. Well, I appreciate that. I mean, the only chronic fa- 
tigue that I suffer from for the moment is the frustration of bu- 
reaucracy and the narrow focus of diagnoses of the medical commu- 
nity. And that’s why I’m happy to expand it to other avenues. 

You know, I saw you raise your eyebrows. I didn’t mean to insult 
you if that, in fact, did. 

General Blanck. I was aCTeeing with you. 

Mr. Buyer. Oh, okay. Wml, I appreciate that. 

I mean, earlier I shared with everyone that I only know enough 
about medicine to be dangerous. And I was also a legal advisor to 
a military hospital. So I can understand the narrow focus that can 
exist at times and this is not one of those times to try to defend 
your area of education, because we’re not insulting anybody’s medi- 
cal expertise. You’re trained in certain areas and you’re supposed 
to send up the flag when you reach an area in which you lack the 
expertise. That’s why we have specialists. 

And that’s why of all the testimony I’ve seen, General, I com- 
pliment you. I do because you want to expand it into other areas. 
Sure, I’m not satisfied on the time line. I wish this thing could 
have been done seven months ago, and I understand the bureauc- 
racy of that and what you have to fight within your own medical 
community of the U.S. Army, let alone the other Surgeon Generals. 
But keep the courage, stay the course and maybe we can edl come 
together. 

Thank you, Mr. Chairman. I also compliment you, Mr. Chair- 
mam, and we’re not finished with this issue. I compliment you. 

Mr. Evans. Thank you. 

One final — Doctor, did you want 

Dr. Holsinger. Mr. Evans, either now or after you ask — I have 
one thing I wanted to raise if I could. 

Mr. Evans. Doctor, please proceed. 

Dr. Holsinger. Obviously, this hearing for a lot of reasons has 
been troubling to us. We’re concerned. Tnis is something that we 
have a great deal of concern about. We’re concerned about Ameri- 
ca’s veterans. 

There’s one thing, though, that has really concerned me kind of 
in a funny way that I really feel compelled to raise. I have great 
respect, as you know, for you and for the full membership of this 
subcommittee, but I’ve been concerned today about how we have in 
a sense almost stigmatized PTSD. We have a lot of people in this 
country, women who have been raped, veterans of Vietnam who 
have suffered for years from post traumatic stress disorder. We see 
it in firefighters. We see it in police officers when they have to 
clean up after an airline crash. It is a real, real thing in the lives 
of a lot of people. And I’d like to take, if we could, just have one 
minute for Dr. Jessica Wolfe to kind of give you some idea of what 
she has been involved with in dealing with this in a very small 
number, but a very defined group of Persian Gulf veterans who do 
suffer from PTSD. I think it would be important for a full look at 
this problem. 

Mr. Evans. She’s been waiting all day. We’d be glad to yield to 
her as much time as she might need. 
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Dr. Wolfe. Thank you for the opportunity and as Dr. Holsinger 
mentioned, I was a little concerned, very, very concerned with the 
health of Persian Gulf veterans. And, in fact, it first came to my 
attention in a survey I was doing on them on their readjustment 
involving 3,000 veterans from the northeast who, ironically, we 
were following for psychological readjustment and in fact a subset 
of whom came forward to us and announced that they had physical 
health concerns. And I was a tiny bit concerned in the hearings 
today that PTSD not become stigmatized as a psychiatric disorder 
that is not worthy of attention because I think, in particular, this 
committee over the years, yourself in particular, has made great 
strides in supporting us and our work with PTSD in the veteran 
and civilian sector of the country where it is quite rampant from 
many causes. 

I did want to add that I think the issue of having post-traumatic 
stress or a physical health disorder should not be considered as 
mutually exclusive both in the veteran and the civil sector. It’s ex- 
tremely likely that some individuals may have PTSD, other indi- 
viduals may have a physical health disorder from a toxic or chemi- 
cal exposure. And it’s possible that some subset of individuals have 
both experiences. 

Dr. Miller and I have been talking. It’s possible that there are 
similar common pathways that allow the expressions of these 
symptoms, and I would not want one or the other to be written off 
at the expense of either problem. 

So, simply, I guess, to reenforce that both issues need attention. 
Certainly the PTSD levels from the Gulf War are lower than what 
we have seen in Vietnam and other prior conflicts where there was 
fiercer and more protracted fighting, but they are none the less still 
appreciable and I would not want those to go xmdetected. 

And I would add, in addition, that in my sample the people who 
are expressing the highest level of health complaints are some of 
the individuals with post-traumatic stress symptomatology. That 
does not mean that they’re physical health complaints are not real, 
bona fide or have a separate etiology which requires active and in- 
novative diagnoses and treatment. And I would hope that as we go 
forward in pursuing the issue, whether it’s at the University of 
Texas or whatever, that we really continue to treat the veteran in 
the whole sense, the veteran and his or her family, and not some- 
how now shift exclusively to one domain in that people who are 
physically handicapped or impaired also have considerable psycho- 
logical stress as evidenced in AIDS victims, women with breast 
cancer, other t 3 q)es of people. And that applies to veterans, too. 

Thank you. 

Mr. Evans. Thank you. Doctor. I think these points are well 
taken. 

First of all, the military did a better job in this war of tr 3 dng to 
help with family support networks with better counseling when 
people were in country, from what I’ve been told. We never had 
that in place in Vietnam. 

We have certainly learned a lot through the many years of strug- 
gle here dealing with this particular ilhiess, post-traumatic stress 
disorder. About treating it, we know that anyone that goes through 
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a very stressful combat situation or a natural disaster, can be a 
likely victim of PTSD. 

We are concerned, however, that that’s become the label of a per- 
son with a problem coming out of the Persian Gulf War. 

Dr. Holsinger. We would agree with you. That should not be 
the label. 

Dr. Wolfe. That should not be the label. 

Mr. Evans. Correct. So we have a careful balancing act, I think, 
to carry out here. 

We salute the work of the Forsythe Center on PTSD studies and 
any information you may be able to give to us in that regard would 
be included in the record. 

Dr. Wolfe. Thank you. 

Mr. Evans. I did have one final question. I know it’s been a long 
day, but we have about four hours before the Bulls tip off, so if 
need be we’ll go a little bit longer. Veterans who have come for- 
ward and who have no diagnosable disorder, would be able to ob- 
tain treatment through the VA. Will they able to obtain compensa- 
tion from the VA? 

Mr. Kinderman. Thank you, Mr. Evans. 1 thought that that 
would go by and I wouldn’t get an opportunity to speak at all. 

Service connection requires a diagnosis. It requires also a finding 
of chronicity, in other words it has to be a condition that is there 
when you examine the veteran. And a finding that the condition 
had its origins either coincident with or casually related to service. 
Without a diagnosis, that’s very difficult. 

Mr. Evans. Would you recommend changes in the regulations 
that would allow compensation without diagnosable disorder? 

Mr. Kinderman. My personal view, I think would be I would 
rather see a diagnosis. I would rather see things move forward and 
medical science come up with a diagnosable entity here. 

Mr. Evans. What if that takes years to come up with a way of 
diagnosing the problems? You heard the General indicate that 
there’s something beyond just stress. They don’t know what that 
something is. They are discharging people who have served this 
country for many years and then the VA may treat them, but then 
they may be left to deal with their disabilities without any com- 
pensation as we can’t put a label on it. 

Mr. Kinderman. I agree with that. I think there’s always a prob- 
lem when you can’t put a label on something with how narrowly 
or how broadly you define what you’re going to compensate some- 
one for. 

I would hope that it wouldn’t be years. I would defer, perhaps, 
to Dr. Mather or General Blanck on the prognoses on a diagnosis. 

General Blanck. I think once we develop the diagnostic criteria 
we’ll be able to call it whatever we come up with and that doesn’t 
necessarily imply that the research will be completed or that we’ll 
have all the work done. 'That will take years. The point that I 
couldn’t agree more on, we need to move out. And even if we don’t 
know what it is, at least making sure that there’s the appropriate 
disability rating and all of that land of thing. 

Mr. Kinderman. I think our experience right now is we’re seeing 
a good msmy Persian Gulf veterans come in, file claims out of con- 
cern that they were harmed by smoke. We are, in fact, not granting 
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a lot of those claims because, quite frankly, when we do an exam- 
ination for compensation purposes, we don’t find conditions that 
are present because the major reason for disallowance is not found 
on examination. 

Mr. Evans. But in many cases are you finding conditions which 
maybe are not diagnosable? 

Mr. Kinderman. Well, when we find conditions such as asthma, 
they are service-connected. The^re related back to service. 

Mr. Evans. But the Secretary has the discretion, does he not, to 
rely on private doctors for diagnosing these disorders? The Sec- 
retary of Veterans Affairs? 

Mr. Kinderman. The Secretary of Veterans Affairs has the dis- 
cretion to accept any evidence. 

Dr. HolSINGER. I think, Mr. Evans, the key point that you’re 
making there is, is that in the case of dealing with a claim for com- 
pensation we would not only provide a compensation and pension 
examination at the request of the Veterans Benefits Administra- 
tion, but the adjudication division of the regional office in Veterans 
Benefits Administration would accept all evidence, that includes af- 
fidavits and information from private practitioners and so on. That 
all goes into the achudication process. 

Mr. Evans. Yield to the gentleman. 

Mr. Buyer. As I imderstand it, we’re going to be moving out for- 
ward from today. The DOD and the VA will be working together 
in a research product with the Academy of Environmental Sciences 
to come up with a diagnostic criteria, no? Tell me what it’s going 
to take to come up a diagnostic criteria that the chairman is asking 
about. 

General Blanck. Yes. I testified to that. And we’ve already 
begun in the Office of The Surgeon General the work to come up 
with that. And specifically there’s a civilian head who will review 
with other members of a panel the cases that we know about trying 
to come up with both the inclusionary and exclusionary criteria. 

Mr. Buyer. And your time line for that decision is when? 

General Blanck. Oh, I think certainly in this summer. I mean, 
good grief, by the end of this summer. 

Mr. Buyer. Okay. When the chairman asked earlier about what 
we should do legislatively or make corrections to regulations. Dr. 
Holsinger, you mentioned that you’ve got a veteran that comes in 
and if he doesn’t have the service-connected disability, he gets 
billed out of his own pocket. But if he came in because he has an 
upper respiratory problem and you don’t know whether or not it’s 
going to meet the criteria, he’s still paying for all of this out of his 
own pocket? 

Dr. Holsinger. Well, let me caveat that and make sure you 
clearly understand. 

The individual that comes in, they’re fresh, they’re not service- 
connected, they come in with whatever the problem is. If they 
make less than approximately $20,000, then they are not billed at 
all. That is under the current legislation. If they make more than 
approximately $20,000, which is often the case for reservists and 
guardsmen who are working in the private commxmity, we have es- 
tablished, without legislative support at this point in time, a proc- 
ess that dlows their bill to be deferred. In other words, we do not 
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bill them, we defer their billing until such time as we get an adju- 
dication of their claim for compensation as a service-connected vet- 
eran. If the^re service-connected, they wouldn’t be billed. It’s only 
if they are not found to be service-connected from the problem 
which they present with that we then at sometime in the future 
would be billing them. 

I tried to do this originally by waiving the billing completely for 
an individual who claimed environmental exposure, hazard expo- 
sure in the Persian Gulf, just as we do under Agent Orange expo- 
sure for Vietnam era vets. Same identical kind of thing. 

Mr. Buyer. Do you have that authority? 

Dr. Holsinger. I think I had the authority. I think I was doing 
the right thing. I think I was looking after veterans from the Per- 
si£m Gulf. And what I ended up being told was I didn’t have the 
legal authority to waive the billing. So what we did was to — we’re 
in the process of finalizing and rewriting a rule that our general 
counsel is working on which will allow us to codify what I’ve been 
doing, which is not sending them a bill until we determine whether 
it’s service compensable. 

As I said, the problem could be alleviated immediately by legisla- 
tion that would simply allow us to treat Persian Gulf era veterans 
claiming environmental hazard exposure with the same kind of pri- 
ority that we treat Vietnam era veterans claiming Agent Orange 
exposure. To be honest about it, personally, that’s what I’d like to 
do. That would make the process immensely simpler, both for us 
and for our veterans. It would be seemless for the veterans. They’d 
be able to come in and say, look, I served in the Persian Gulf, I 
think I got bite by a whatever, I was involved with uranian, what- 
ever they come in with, if it’s an environmental hazard out of the 
Persian Gulf, then we would be able to treat them and not bill 
them, no matter what their income level might be. 

Personally, I think that’s what we ought to be doing, and that’s 
what I tried to do back last fall. And we’ve done it the best we 
could without legislation. 

Mr. Buyer. Thank you. 

Mr. Evans. Well, that’s it. Thank you so much for your testimony 
and waiting for the opportunity to testify. We appreciate it very 
much. 

Dr. Holsinger. Thank you again, Mr. Chairman, for a last hear- 
ing. 

Mr. Evans. For your last hearing. I think you understand we 
have bipartisan concern here and it’s reflected national — that the 
people of this country don’t want the Persian Gulf veterans left be- 
hind. 

Thank you very much. 

I want to thanh all of the members who participated all day, smd 
the Minority and Majority staffs for their hard work. 

This hearing is concluded. 

[Whereupon, at 4:59 p.m., the subcommittee was adjourned.] 
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Good morning. Today the Subcommittee on Oversight and 
Investigations is meeting to learn more about the health care 
problems and concerns of Persian Gulf theatre veterans. In 
addition, the Subcommittee will examine the medical treatment 
rendered to Desert Storm veterans by the Department of Veterans 
Affairs, the Department of Defense and other providers. 

No one wants the mistakes of the past to be repeated. For 
too many years, health care problems reported by Vietnam veterans 
were ignored. 

We cannot allow this history to be repeated; we cannot allow 
this legacy of Vietnam to become a legacy shared by the veterans 
of Desert Storm. If action is indicated, our purpose is to see 
that action is taken. 

Each and every Member of this Committee is concerned about 
the health problems of Persian Gulf veterans, but two Members in 
particular, Joe Kennedy and Bob Clement, have been at the 
forefront in recognizing and responding to the problems of Gulf 
War veterans. Joe Kennedy and Bob Clement have also provided 
strong support and encouragement for this hearing. Their 
commitment, assistance and cooperation are particularly 
appreciated. 

Numerous news media have reported on the health problems 
encountered by some Gulf War veterans. Today we hope to gain a 
better understanding of the health problems and concerns of the 
Desert Storm veteran community. 

We do not presume this hearing will provide final answers to 
all questions. We are hopeful, however, this hearing will shed 
much needed light on existing problems and possible avenues of 
action. 

In recent weeks, many individuals, including some Persian 
Gulf theatre veterans, have contacted the Subcommittee and 
volunteered to testify today. We appreciate the willingness of 
those individuals to come forward and make their story known. 
Unfortunately, however, not everyone could be accommodated in 
person today. In some cases, individuals have been invited to 
submit written testimony for possible inclusion in the printed 
hearing record. We look forward to receiving these views. Only 
individuals who have been formally invited in writing by the 
Subcommittee to testify will be called today by the chair to 
present their views. 

A very large number of witnesses are scheduled to testify 
today. Witnesses who are recognized to present an oral statement 
today are again requested to limit their presentation to five 
minutes. Without objection, the complete written statement 
submitted by each of these witnesses will be included in the 
hearing record. 

Our many visitors today are also welcome. I remind all in 
attendance this is a formal Congressional hearing. Courtesy and 
proper order are to be maintained at all times. Comments, 
questions or expressions of approval or disapproval, such as 
applause, from the gallery are to be withheld. 
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Honorable Lane Evans 
335 Cannon HOB 
Washington, DC 20515-6336 

Dear Lane: 

I'm sending to you the enclosed statement from my 
constituent, ILT Dennis Swanson. Dennis is a member of the 82nd 
Airborne Division, and a veteran of Desert Shield/Storm. 

I would greatly appreciate your inclusion of this soldier's 
plight in your ongoing Investigation of illnesses from which many 
Desert Shield/Storm veterans are now suffering. Please include 
the enclosed statement as testimony to the Subcommittee on 
Oversight and Investigations. 

I am glad to be of any assistance in your effort to ensure 
that the health problems our veterans are experiencing are 
recognized and treated. If you have any questions, or would like 
further information on ILT Swanson, please don't hesitate to 
contact me. 

Best regards. 


Sincerely, 

Pat Williams 
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STATEMENT 

ILT DENNIS ROBERT SWANSON 817-94-6342 


I AM concarnwd Mi^h th« stats my hsalth problsss th«t havs 
occurred since my deployment to Saudi Arabia in August 1990* as a 
member o4 the 82nd Airborne Division. 

While In Saudi Arabia 1 lost large patches of hair on my head, 

Mhich 2 in turn shaved my head because I did not present the proper 
military appearance, also 1 lest all the hair on my arms, legs and 
chest. The serve headaches also started and utould last any ehere 
bet w een 10 to IS days straight. 

In Deceaber of 1991 a gland In ay left leg m«Melled up while in 
Montana on leave, upon my return to FT Bragg in Jan 19^ 1 went to 3 
different doctors before they decided to remove the gland on or abcMit 
25 Jan*. I was released from the hospital on 27 Jan., the on 
Thursday of that week I was readmitted to the hospital in a coma lika 
state by ey wife. The last thing a reme m ber about the Thursday that 
Z want into the coma like state is eating a peanut butter sandwich 
and the next thing I remember is talking to a friend on the following 
Monday, about 4 days with no meaery* I stayed in the hospital for 
about 13-14 days, during that time Z had numerous tests ran on and 
the doctors could not figure out what was wrong with me and ell ey 
test wore negative. Also, thoy did 4 spinal tabs in a 2 woek period. 
There are still nights that Z have to take aspirin and sleep on my 
stomach to get to sleep, and then 1 usually don't sleep the whole 
night without getting up 2 or 3 times during the night. 

I have also some short/long term memory problems since I wae In the 
coma like state. I still have on the average of 15 headaches a 
month. On 13 May 95 I finally got an appointment with Neurology, the 
doctor prsscrlbed two drugs for my headaches, and I have been 
scheduled for a EE6 and neurological testing for ey memory. 

My concern is that ths Army is going to put mm out of the Army 
without fixing or telling what ey health problems are. Especially, 
since ey out processing physical is not scheduled until 22 June 93 
and Z am suppoee to be out of the Army no later than 1 July 93. 


My mediceZ records do net contain a large hietory on ey heedeches 
or back problems, for the reason that as a officer it is net proper 
for a officer to go on sick call every time you heve a head or bMk 
ache. All I want ia to eat what Z dmsmrve, so that if these problem 
arise when Z am out of the eilitery, Z can go to the VA and gat the 
treatment to fix the probli 




Dennis R. Swanson 
ILT.XNF 

Dragon Brigade 83 Air 
W 919-396-2953/2350 
H9 19-960-0637 
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May 21, 1993 


LTC William 0. Butler, III 
Congressional Coordinator 
1600 Army Pentagon 
Washington DC 20310-1600 

Dear LTC Butler: 

Enclosed is a statement from my constituent, ILT Dennis R. 
Swanson, 517-94-6342. Attached please find a copy of his signed 
release form. 

ILT Swanson has contacted my office because he is concerned 
that the medical problems he has experienced since his deployment 
to Saudi Arabia in August of 1990 will not be taken into account 
before his upcoaiing discharge on 1 July 93. 

You will note that ILT Swanson still experiences headaches 
and memory loss. In the past month he has had appointments with 
Neurology to evaluate his problem, but has no diagnosis yet. 

From my contact with ILT Swanson it seems to me that his 
case has been handled fairly, and I have assured him that his 
chain of cosmMnd will ensure his out processing physical reflect 
any existing physical disability. Still, he is concerned that he 
will be discharged without the Amy diagnosing or fixing his 
health probleu. 

I appreciate your review of ILT Swanson's concerns. Please 
send your response to my office at P.O. Box 1681, Helena, Montana 
59624. 

Best regards. 


Sincerely, 


Pat Willi 
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EAR, NOSE AND THROAT ASSOCIATES OF GADSDEN, PJV. 


515 SOUTH THIRD STREET 
P.a BOX 648 

GADSDEN, ALABAMA 35902 
TELEPHONE 206047-4971 


ANDREW M. BROWN. M.D. 


June 21. 1993 


GENERAL OTOLARYNGOLOGY 
OTOLOGIC SURGERY 
FAaAL PLASTIC SURGERY 


Represencatlve Lane Evans 
Chairman 

Subcommittee on Oversight and Investigations 
U. S. House of Representatives 
335 Cannon House Office Building 
Washington. D.C. 20315 


Re: Desert Storm Syndrome 


Dear Representative Evans: 

This Is a summary of the findings of the patients seen in this office who 
were involved with Desert Storm, In one way or the other. Six of these saw 
action In Desert Storm. One of these is a mechanic who worked on the Abrams 
tanks. All of these patients, except one. have had complaints of excessive 
headaches, fatigue, weakness, aching of their joints, and they all have been 
shown to be highly sensitive to chemicals. All but one manifested rashes or 
skin problems In some manner. Two have had hair loss. Three have had ringing 
tinnitus. Three complained of memory loss. Three have had Insomnia. Five 
have had some form of sinus problems. Five of these have had marked nervous- 
ness at the onset, but have improved with either time or therapy. One of the 
seven was treated by me for chemical and other Inhalant allergies, but was not 
on any other program by me, but was seen by Dr. Hyman In New Orleans and show- 
ed marked Improvement on hls regimen. Four of the six that 1 treated have shown 
marked Improvement by receiving both the Inhalant antigens, and either an anti- 
fungal or an antibiotic compound (in one of these cases, both the anti-fungal 
and antibiotic agents were administered). Of the two that did not show marked 
improvement, one of these discontinued his inhalant regimen while taking an 
antl-fungal agent. The other one is working from 7:30 a.m. until 10:30 p.m. 
crying to make ends meet because he lost his former Job due to the illnesses 
he associated with the Desert Storm Syndrome. It is difficult to evaluate this 
man since he has such a heavy work schedule. 

All of these men are emotionally stable hard workers who have, or had, good 
jobs when they returned from Saudi Arabia. 


Sincerely, 



AMB/sb 
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FAMILY PRACTICE CENTER OF METAMORA 


205 South Engelwood Drive 
Metamora, llilno(a61548 
(309) 367-2321 
Fax: (309) 367-2324 


Stephen K. Eiaaaeer, O.O., FACAM 
Physician and Surgeon 
Board Certified In General Practice 
Board Certified kt Environmental Medicine 


June 17, 1993 


The Honorable Lane Evans 
Chairman 

Subcommittee on Oversight and Investigations 
U.S. House of Representatives 
Committee on Veterans Affairs 
33S Cannon House Office Building 
Washington, D.C. 20515 

Dear Congressman Evans: 

I am writing with regard to the Persian Gulf War veterans who 
have returned with Illnesses that have been misdiagnosed and 
treated inappropriately. 

1 have had the opportunity to evaluate and treat two Persian 
Gulf War veterans who have returned with symptoms of bowel 
problems, such as, diarrhea, loss of appetite, indigestion, 
headaches with generalized muscle aches, fatigue, worsening 
of previous allergies and sensitivities and In one case where 
there were no previous allergies and sensitivities, many new 
ones had developed. 

A thorough environmental and medical evaluation revealed that 
these two people had been exposed to petro fuels where they 
had literally "lived" in a fuel environment. Fuel was used 
to settle the dust on the ground, create bonfires for heat and 
warm tents with small space heaters. Some of these heaters 
were even contaminated with gasoline. Medical evaluation 
revealed increased levels of petro-fuel metabolites in their 
blood and skin test sensitivity to these fuels were positive. 
They had also developed significant allergies which were not 
previously present. A treatment plan was recommended, but 
unfortunately both veterans were transferred out of the area 
and have been unable to follow up with this treatment plan. 

Both of these veterans have sought a solution to their problem 
with the health care facilities at military bases and in some 
Instances have sought care by outside treating physicians. 
Recommendations by these health care providers were that this 
was due to a psychiatric disorder resulting from "stress" in 
the Persian Gulf War. It appears to me that there Is a 
significant lack of understanding and an inability to take a 
decent history in order to associate cause and effect and then 
follow through with appropriate diagnostic testing to prove 
or disprove this suspicion. Most health care providers do not 
have a very good understanding of environmental exposures and 
how this can impact the human body resulting In disease. 
Since I and many of my colleagues have taken special Interest 
in environmental medicine, becoming board certified, we can 
appreciate how the environment impacts human physiology and 
can cause many of these symptomatologies. It seems reasonable 
to me that involving physicians who have expertise In this 
particular area would help sort out the problems and help 
reach a more satisfactory solution at a much faster pace. The 
American Academy of Environmental Medicine can certainly 
provide the resources for this type of undertaking. 


72-939 0 - 94 -6 
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The Honorable Lane Evans 

Chairman 

Page 2 


This Is the second time In recent history that the Veterans 
Administration has failed to recognize an environmental issue 
Involving members of the armed forces. The first being the 
"dioxin” fiasco in Vietnam. I would think that the Veterans 
Administration would learn and be willing to explore more 
avenues after that mistake. 

If these Persian Gulf War veterans do not seek proper help for 
their problems. Including detoxification, their condition will 
quite likely linger on and there will be a result In long term 
disability. If not more serious disease, l.e., leukemia and 
possibly other cancers may develop. I urge you and your 
committee to be open minded and explorative regarding this 
Issue allowing those physicians and health care providers 
which have expertise In environmental Issues to formulate a 
health care policy with regard to environmental exposures. 
Thank you for this opportunity, trusting that a favorable 
decision will be forthcoming. 

Very truly yours. 


Stephen K. BlsaBser, D.O., FACAM 

Board Certified In Environmental Hedlclne 

Board Certified In General Practice 


SKEiCsr 
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STATEMENT OF CONGRESSMAN MIKE KREIDLER 
VA Oversight and Investigations Subcommittee 

Hearing on Health Concerns of Persian Gulf War Veterans 
June 9, 1993 

Thank you, Mr. Chairman. 

Just last week I had dinner with a friend. Both he and bis 
brother had served in Vietnam. His brother had been exposed to 
Agent Orange during his duty, and last month he died. I do not 
know if his Illness and death were directly related to his 
exposure to Agent Orange, but his family thinks so. How many 
other Vietnam veterans have also died from Illnesses connected to 
Agent Orange? He will never know. 

And one reason we will never know is because our government 
refused to recognize this threat to veterans' health for too 
long. Our government denied the effects of Agent Orange, it 
Ignored the problem, it minimized the complaints of those 
suffering, it dismissed data that might have been helpful, and 
most of all, it neglected to protect the very people who had been 
willing to give their lives to protect us all. 

When a government neglects its obligation to its citizens, 
it fosters mistrust, cynicism, and alienation. Veterans who 
fought for their nation with the promise that they would receive 
not only appropriate medical care but the attention and concern 
of the nation they defended are right to feel betrayed if that 
does not happen. 

Each war seems to bring new threats to the health of those 
who serve. He have seen the effects of poisonous gas in World 
War I, atomic radiation in World War II, and dioxin in Vietnam. 
Now, some of those who served so ably in the Persian Gulf face 
illnesses for which there is no agreement on the cause. What are 
the effects of inhaling smoke from oil-well fires, of being 
exposed to depleted uranium, endemic parasites and diseases, 
environmental and combat stresses? These are some of the 
questions we must answer, starting today. 
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Aa an optometrist In an U.S. Army Reserve Hospital Unit, I 
was called to active duty during Desert Shield/Storm and assigned 
to an army hospital in Washington State to process troops going 
to and coming from the Middle East. I know that medicine is not 
an exact science. There are some new disorders and illnesses 
that we face today about which we know very little. No one can 
promise cures in today's world. But what we can promise is to 
listen to our patients, to take their complaints seriously, and 
to investigate, to the best of our ability, the causes of their 
symptoms . 

I do not know the details of the medical problems our 
witnesses are suffering. But I look forward to hearing from them 
and from our other witnesses to determine what in fact we do know 
about these conditions and what we can do to treat them. 

I am grateful to the Chairman for holding this hearing and I 
hope that ve can extract from today a course of action that will 
resolve this issue. The men and women who went to the Persian 
Gulf deserve our support, as much now as they did then. We must 
recognize our responsibility to resolve these questions and 
rebuild the trust between the veterans and the government. 
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Opening Statement of Congresswoman Maxine Waters 
Subcommittee on Oversight and Investigations 
"Health Concerns of Persian Gulf War Veterans" 

June 9, 1993 


Good morning, Mr. Chairman. I am delighted to be 
here this morning to participate in these very 
important discussions. I want to commend you on 
bringing forth this hearing. 

We have heard for some months now from Persian 
Gulf war veterans who have these unexplained 
debilitating illnesses. Initially, we were told by 
scientists, researchers, physicians and military 
personnel that these illnesses were symptomatic of 
emotional stress. Later we were told that these 
illnesses could be the result of some exposure to some 
environmental toxins. And finally, we've reached the 
conclusion that we really don't know the cause of 
these illnesses. 

One thing that we do know for sure is that the pain 
suffering and anguish that these Persian Gulf war 
veterans are experiencing is very real. I am glad to 
see this committee take the lead in opening up 
dialogue so that we can begin to try to figure out 
what's really happening to these once healthy men 
and women. And I am hopeful that from these 
hearings we will develop some real strategies to deal 
with the concerns of our Persian Gulf War Veterans. 


To our witnesses this morning, I want you to know 
that I am looking forward to your testimony and 
working with you to address your concerns. 


Thank you. 
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Remarks of the Honorable Bob Clement 
Before the Subcommittee on Oversight and Investigation 
Hearing on Ifysterious Illness of Persian Gulf 
June 9, 1993 


Hr. Chairman, as you know, I have a keen interest in the 
subject matter before us today. Since the hearings in September, 
I have studied the various issues related to this subject and have 
been in contact with many affected veterans and their families. I 
felt it was important to bring those who were experiencing this 
mysterious illness before the Committee and I commend you for 
holding this hearing. In addition, I appreciate your willingness to 
allow me to participate. Although I am not a member of this 
subcommittee, you have always been accommodating and for that I am 
grateful. 

In studying this issue, I discovered that most of the reports 
about those affected by the mysterious illness were anecdotal and 
there was an absence of hard data. I have begun an effort to 
collect such data on 70 individual cases. There are other veterans 
out there with a story to tell. This sampling is little more than 
a drop in the bucket but an important beginning, nonetheless. 

Based on my research, I have three areas of concern. First, 
there are veterans experiencing common symptoms which have yet to 
be diagnosed. These individuals are genuinely sick and some are 
gravely ill. I am very concerned that there are indications that 
these symptoms are no longer simply limited to the actual soldiers 
but also include some spouses and their children. These veterans 
are continuing to suffer and their conditions are becoming 
debilitating. 

Second, the question is not whether the soldiers are being 
seen at the VA and DOD facilities but whether or not they are truly 
being treated. Some veterans tell me they have merely been asked 
a few questions, given a cursory exam, told their illness is not 
related to the Gulf and sent home, while veterans who have received 
treatment are being treated for each individual symptom. Though 
this approach provides some temporary relief, the individual's 
condition does not improve. I feel there should be a more 
comprehensive approach to analysis and treatment of those reporting 
symptoms . 

Lastly, there are obvious discrepancies between the numbers of 
affected individuals linked to service reported by service 
organizations and advocacy groups and those presented by the VA and 
the individual branches of the armed forces. I feel this 
discrepancy can largely be attributed to the physician-verified 
requirement. In light of the lack of a comprehensive approach to 
analysis and treatment of the veterans, there cannot possibly be a 
link if you only look at each symptom and each soldiers complaint 
independently. Thus, it seems highly unlikely the 
physician-verification criteria can be met. As a result, numerous 
individuals which should be referred for special care and follow-up 
are not. Consequently, as a result of not being referred, they are 
not scored or counted by VA or the services as an affected 
individual. 

I am particularly intrigued by the connection with multiple 
chemical sensitivity and the impact this, may have on a possible 
explanation for this phenomena. I am pleased that we have leading 
experts in this field with us today and look forward to hearing 
their assessment of the problem and learning more about their work 
with affected veterans. 

Mr. Chairman, no one disputes the fact that we have sick 
veterans with an undetermined illness. It makes no difference 
whether the number of affected veterans is 26, or 260, or even 
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2,600. The bottom line is that this nation has a commitment to 
provide these veterans with access to the best care available. If 
this means stepping out of traditional medicine and trying 
something new, then I say why not. So far there has been no 
success within the VA or DOD in diagnosing and treating these 
veterans. I believe we owe it to the military men and women and 
their families to pursue every possibility, provided it does not 
place their life or health in jeopardy. 

There is already a high degree of uncertainty and unrest 
within the military ranks due to the reduction in force and 
proposed changes in policies and procedures. You better believe 
that the current members of the armed forces and those considering 
it as a future career are watching closely. They want assurances 
that their service is valued and that they are not expendable. We 
must demonstrate that we have learned the lessons of agent orange, 
mustard gas, and atomic radiation and will take decisive action to 
ensure that it does not happen again. 

Mr. Chairman, I have been pleased by recent statements by 
Secretary Brown indicating his willingness to look into all areas 
including multiple chemical sensitivity and reaffirming his 
commitment to provide access to the best available resources. In 
fact, recent movement within the VA appears to indicate that the 
tide is slowly turning. I have been further encouraged in that the 
VA appears to be moving away from the solely PTSD or general 
population diagnosis and is now considering other causes and means 
of treatment. 

On the other hand, it is my opinion that the active-duty 
forces are behind the times since there continues to be a general 
misconception that aside from a very few cases there is no problem. 

The evidence I have seen, the 70 cases I have investigated, 
leads me to believe that there is a direct correlation between 
these individuals who are sick and their service in the Persian 
Gulf War. 

To this point all the government studies and research 
addressing exposure have focused on the oil well fires and 
leishmaniasis. I believe there efforts in this area have been 
exhaustive and I commend them for this. But I believe that we must 
pursue every possible explanation leaving no stone unturned. 
Therefore, every possible exposure such as reactions to 
inoculations, affects of depleted uranium, contaminated water 
supply, and pesticides must be scrutinized in the same manner. The 
burden of proof should not fall upon the soldiers. They are ill 
and there is no question about it. The burden of proof should fall 
on those discounting this mysterious illness. The dissenters 
should prove that it is not linked by eliminating every 
possibility. 

Again, Mr. Chairman, thank you for providing this opportunity 
for the Committee to hear first-hand from those affected by the 
mysterious illness and key individuals which have been involved in 
the treatment and/or study of this mysterious illness. I am 
hopeful that this hearing will draw attention to a continuing 
problem and result in a better understanding of the situation. 
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CHAIRMAN EVANS AND MEMBERS OF THE SUBCOMMITTEE, I WOULD LIKE TO 
COMMEND YOU FOR HOLDING THIS IMPORTANT HEARING ON HEALTH CONCERNS 
OP PERSIAN GULF WAR VETERANS. I WOULD ALSO LIKE TO TAKE THIS 
OPPORTUNITY TO THANK YOU FOR ALLOWING ME TO SUBMIT TESTIMONY FOR 
THE RECORD. 

THE ISSUE OP HOW WE TREAT OUR MILITARY VETERANS GOES TO THE HEART 
OP THIS NATION'S MORAL FIBER AND CREDIBILITY. PERSIAN GOLF 
VETERANS WHO HAVE BEEN STRICKEN BY DEBILITATING HEALTH PROBLEMS 
RELATING TO THEIR SERVICE IN OPERATION DESERT STORM, DESERVE MORE 
THAN A BUREAUCRATIC COLD SHOULDER PROM THEIR GOVERNMENT. THESE 
VALIANT MEN AND WOMEN ANSWERED OUR COUNTRY'S CALL TO ARMS AND 
HAVE EARNED THE RESPECT AND ADMIRATION OF THE AMERICAN PEOPLE. 
HOWEVER, THE DEPARTMENT OF DEFENSE AND THE DEPARTMENT OF VETERANS 
AFFAIRS ARE FAILING TO MAKE GOOD ON THE COMMITMENT TO CARE FOR 
THOSE SERVICEMEN AND WOMEN WHO SERVED IN THE PERSIAN GULF. 

HR. CHAIRMAN, I WOULD LIKE TO HIGHLIGHT THE CASE OF RUBEN 
NEGRETE, A PERSIAN GULF VETERAN WHO IS ABOUT TO BE DISCHARGED 
FROM THE NAVY. PETTY OFFICER NEGRETE'S STRUGGLE TO OBTAIN 
ADEQUATE DISABILITY BENEFITS FROM THE NAVY HAS PROVEN TO BE A 
MONUMENTAL TASK. I WOULD LIKE TO FOCUS ON MR. NEGRETE’S CASE 
BECAUSE I BELIEVE THAT THE STRUGGLE HE HAS FACED IS, 
UNFORTUNATELY, NOT THE EXCEPTION BUT THE RULE FOR VETERANS OF 
OPERATION DESERT STORM. 

AS A PROUD VETERAN OF THE U.S. MARINE CORPS AND AS A MEMBER OF 
CONGRESS, IT SADDENS ME AND ANGERS ME TO SEE HOW THE NAVY IS 
DEALING WITH RUBEN NEGRETE. FROM JANUARY 8TH TO APRIL 24TH, 

1991, PETTY OFFICER FIRST CLASS NEGRETE WAS DEPLOYED TO THE 
PERSIAN GULF, ASSIGNED TO FLEET HOSPITAL 6 AS PART OF A 
CONSTRUCTION BATTALION IN BAHRAIN. DURING HIS NORMAL COURSE OP 
DUTY IN THE GULP, RUBEN NEGRETE WAS EXPOSED TO LARGE QUANTITIES 
OP OIL SMOKE, GENERATOR EXHAUST FUMES, MICROWAVE RADIATION, AND 
ALL TYPES OF CHEMICAL AGENTS. WHILE PERFORMING UNDER STRENUOUS 
ENVIRONMENTAL CONDITIONS, RUBEN NEGRETE DIDN'T THINK TWICE ABOUT 
THE DANGERS POSED BY HiS EXPOSURE TO CHEMICAL TOXINS— HE SIMPLY 
AND PROFESSIONALLY CARRIED HIS ASSIGNED DUTIES, 

IMMEDIATELY AFTER COMING BACK TO THE UNITED STATES FROM OPERATION 
DESERT STORM, RUBEN NEGRETE'S PHYSICAL CONDITION BEGAN TO RAPIDLY 
DETERIORATE TO THE POINT THAT HE IS NOW OF NO MORE USE TO THE 
NAVY; NO MORE USE TO THE MILITARY INSTITUTION HE HAS SERVED WITH 
SUCH UNSTINTING LOYALTY AND DISTINCTION; NO MORE USE TO THE 
COUNTRY HE WAS CALLED TO DEFEND. PETTY OFFICER NEGRETE, A MAN 
WHO INVESTED 14 YEARS OF HIS LIFE IN THE MILITARY SERVICE, A MAN 
WHO WAS BUILDING A PROMISING CAREER IN THE NAVY, IS BEING CUT 
LOOSE TO FEND FOR HIMSELF. 

PRIOR TO BEING DEPLOYED TO THE PERSIAN GULF, RUBEN NEGRETE WAS A 
HEALTHY YOUNG MAN. THE NAVY EVEN GAVE RUBEN A CLEAN BILL OF 
HEALTH DURING A PHYSICAL BEFORE HE LEFT FOR THE GULF. SINCE HIS 
RETURN TO THE STATES, HOWEVER, RUBEN HAS BEEN IN AND OUT OF NAVAL 
DISPENSARIES AND HAS BEEN AN INPATIENT AT THE SAN DIEGO NAVAL 
HOSPITAL FOR THE LAST YEAR. RUBEN HAS SUFFERED FROM MEMORY LOSS, 
CHRONIC FATIGUE, HAIR LOSS AND SEVERE ARTHRITIS. IN FACT, RUBEN 
NEGRETE'S AILMENTS ARE SO SEVERE THAT HE HAS GREAT DIFFICULTY 
WALKING A STREET BLOCK AND SUFFERS CONSTANT MUSCLE AND JOINT PAIN 
THROUGHOUT HIS BODY. IN THE WORDS OF RUBEN'S MOTHER, WHO HAS 
PAINFULLY WATCHED THE PHYSICAL DETERIORATION OF HER SON, RUBEN 
HAS BECOME AN IMMOBILE SHADOW OF HIS FORMER SELF. 

AND HOW DOES THE NAVY TREAT THIS WOUNDED WARRIOR? IT DETERMINES 
THAT HE IS UNFIT FOR DUTY AND OFFERS HIM 10 PERCENT DISABILITY. 
ONLY AFTER TWO APPEALS DID THE NAVY RAISE RUBEN'S DISABILITY 
RATING PROM 10 PERCENT TO 40 PERCENT AND FINALLY SETTLING ON 60 
PERCENT. RUBEN IS A MAN WHO HAS TREMENDOUS DIFFICULTY PERFORMING 
AND SUSTAINING THE MOST BASIC PHYSICAL TASKS. A DISABILITY 
RATING OF 60 PERCENT DOES NOT REFLECT RUBEN NEGRETE'S 
DEBILITATING PHYSICAL CONDITION. 
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HR. CHAIRMAN, I SIMPLY CANNOT UNDERSTAND HOW THE NAVY CAN 
REALISTICALLY EXPECT RUBEN NEGRETE, WHO HAS BEEN AN INPATIENT FOR 
THE PAST YEAR AND WHOSE MEDICAL CONDITION HASN’T IMPROVED ONE 
SCINTILLA, TO FIND AND MAINTAIN GAINFUL EMPLOYMENT UPON 
DISCHARGE? HOW CAN THE NAVY EXPECT RUBEN NEGRETE TO SUPPORT AND 
CARE FOR HIS FAMILY, WHEN HE IS NOTHING MORE THAN THE SHELL OF 
HIS FORMER SELF? HOW CAN THE NAVY EXPECT RUBEN NEGRETE TO SET 
OUT ON A NEW CAREER PATH WHEN HE IS PHYSICALLY INCAPACITATED BY 
CHRONIC FATIGUE AND PAIN? 

LIKE SO MANY OTHER DESERT STORM VETERANS, RUBEN NEGRETE AND HIS 
FAMILY MUST LIVE DAILY WITH THE WOUNDS AND SCARS OF THE CONFLICT 
IN THE PERSIAN GULF. DURING OPERATION DESERT STORM, PETTY 
OFFICER NEGRETE PUT HIS LIFE IN HARMS WAY IN DEFENSE OF AMERICA'S 
NATIONAL INTERESTS. THE U.S. GOVERNMENT HAS A SOLEMN 
RESPONSIBILITY AND MORAL OBLIGATION TO TAKE CARE OF THE MEN AND 
WOMEN WHO FOUGHT SO VALIANTLY IN OUR NATION'S DEFENSE. MR. 
NEGRETE IS A MAN WHO IS PHYSICALLY INCAPACITATED BY HIS AILMENTS 
AND SHOULD BE ENTITLED TO DISABILITY BENEFITS WHICH ACCURATELY 
REFLECT HIS CRITICAL CONDITION. BY MAKING RUBEN NEGRETE FIGHT 
FOR EVERY INCH OF SUPPORT, THE NAVY IS SHOWING THAT IT IS REALLY 
MORE INTERESTED IN SAVING ITSELF MONEY THAN SQUARELY DEALING WITH 
ITS OBLIGATION TO TAKE CARE OF ITS OWN. RUBEN NEGRETE DOESN'T 
DESERVE TO HAVE HIS LIFE BRUSHED UNDER THE RUG. HE DESERVES AND 
HAS EARNED A SQUARE DEAL FROM THE NAVY . 


MR. CHAIRMAN, RUBEN NEGRETE LEFT THE UNITED STATES AS A HEALTHY 
MAN AND RETURNED FROM OPERATION DESERT STORM A CRIPPLE. THE NAVY 
AND THE U.S. GOVERNMENT MUST LIVE UP TO THE INVIOLABLE CONTRACT 
THAT COMMITS THIS NATION TO CARE FOR INDIVIDUALS LIKE RUBEN 
NEGRETE WHO HAVE HONORABLY SERVED IN ITS DEFENSE. IT IS A MATTER 
OF HONOR, PRINCIPLE AND CREDIBILITY. 
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THE HONORABLE CHARLES T. CANADY 
Of Florida 

before the 

HOUSE COMMITTEE ON VETERANS' AFFAIRS 
SUBCOMMITTEE ON OVERSIGHT AMD INVESTIGATIONS 

June 9 , 1993 


Thank you Mr. Chaiman. I appreciate the opportunity to 
appear before the subcommittee as you address the health problems 
experienced by veterans of the Persian Gulf War. 

Today, I bring to the attention of the subcommittee health 
problems being experienced by members of the 325th Maintenance 
Company in the Ledce Hales division of the Florida National Guard. 
There is strong evidence that these problems are a direct result 
of service in the Persiem Gulf during Operation Desert Storm. 

The 325th was responsible for painting almost 8,000 vehicles 
with a toxic, chemical-warfare resistant paint in 1990 and 1991. 
Members of the unit report conditions were primitive, safety 
equipment was virtually non-existent, and their protests to 
commanders in the Army and National Guard were ignored. 

According to guard members, the paint operations were shut down 
after the Army's 7th brigade refused to take over the job in 1991 
because of safety concerns. 

Dozens of members of the Lake Hales guard unit report a 
variety and range of respiratory problems and other symptoms 
which experts say result from exposure to toxic agents. The 
guard members are in the process of seeking treatment of these 
problems through Army and VA medical facilities. 

As a result of the concerns expressed to me by members of 
the 325th, I have written to the Secretaries of Defense, Veterans 
Affairs, and Army, the National Guard, the Army National Guard. 

I have urged their cooperation in making sure that the problems 
of the 325th Maintenance Company are addressed in a careful and 
timely manner. 

The Army and National Guard have assured me that they will 
conduct, investigations into the possibility that members of the 
325th were improperly exposed to dangerous chemicals. However, 
active members of the 325th must receive care through the 
National Guard, unless the Guard makes arrangements for care at 
other military connected facilities. 


Members of the 325th who have separated from the Guard since 
Operation Desert Storm are entitled to have their medical 
problems addressed by the VA. However, members of the 325th have 
reported to me that they are encountering difficulty in obtaining 
the necessary examinations and treatment. 

Though the VA has set up a Persian Gulf War Registry to 
document medical problems arising from the Persian Gulf War, the 
delay in receiving a medical examination following application to 
the registry is over 6 months. Furthermore, the VA does not 
recognize the injuries suffered by the 325th during their service 
in Operation Desert Storm as a medical problem. 

The complaints by veterans have been widespread and are not 
limited to the members of the 325th. Many veterans of the Gulf 
War have complained of ailments such as fatigue, skin rashes, 
breathing problems, memory loss and other problems. 

These complaints have been characterized by the VA as 
symptoms of psychological stress or fatigue from the physical 
discomfort of serving in a desert war. However, many in the 
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medical community believe that the evidence shows that the 
problems are a result of exposure to petrochemicals from burning 
oil wells, diesel fuel and the type of paint the 325th used to 
paint vehicles during Operation Desert storm. 

While the VA and medical community debate this issue, 
thousands of veterans nation-wide are suffering from problems 
associated with their service in the Gulf War. In many cases, 
the veterans have been referred to psychiatrists with the 
suggestion that their problems are imagined. That suggestion has 
been shown to be false and has only delayed treatment of real 
physical ailments. I believe that it is time that some positive 
steps are talcen to address these problems. 

In order to properly address the problems being experienced 
by former members of the 325th and other units which served in 
the Persian Gulf, I believe that two changes must take place. 

1. The VA needs to acknowledge and medically address the 
problems arising from Operation Desert Storm. The VA does not 
officially recognize the kind of problems associated with 
multiple chemical sensitivity and has no experts in the area of 
chemically based problems. The VA needs to develop an area of 
expertise on the problems associated with long-term, frequent 
exposure to chemicals such as those contained in the paint 
applied by the 325th during Desert Storm. 


2. The VA should expedite the process for getting veterans 
examined for possible health consequences as a result of the 
Persian Gulf War. Presently, once a veteran has applied for a 
medical exam through the Persian Gulf War Registry, the waiting 
period for an examination is more that 6 months in some cases. 

Many veterans are suffering from symptoms so serious that they 
are not able to work. If we are going to address the problems of 
our veterans in a timely and meaningful manner, the speed in 
processing of their applications for medical examination and 
treatment must be increased. 

I come before this Subcommittee today to urge that action be 
taken in regard to the veterans of the Persian Gulf War who meet 
the standard eligibility requirements for care and treatment by 
the VA. Though all veterans of the Persian Gulf War are eligible 
to receive treatment in VA facilities 1 urge that all possible 
action be taken to expedite the handling of registered veterans 
(active or separated) and the treatment of chemically related 
injuries suffered during the Gulf War conflict. 

The VA has been slow to react to Desert Storm ailments and 
has- denied responsibility for many of the health problems 
suffered by veterans of the Persian Gulf War. While many 
veterans await treatment, the problems of these soldiers who 
sacrificed their personal and family lives in order to serve In 
the our armed forces must be addressed in a timely and careful 
manner. 


Mr. chairman, we need to ensure that the process by which 
America's service veterans are provided medical attention is 
efficient and complete. These men and women served our country. 
The least we can do Is provide them the medical care they deserve 
for any injuries that may have been sustained during Operation 
Desert Storm. 

It took the VA 40 years to recognize the problems of 
exposure to radiation after WW II and 25 years to recognize the 
problems associated with Agent Orange following Vietnam. He 
should not ignore the problems already manifesting themselves 
following Operation Desert Storm until it is too late to prevent 
great damage from being done. 
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Again, I appreciate the opportunity to testify before the 
subcommittee today and stand ready to provide any assistance 
necessary to ensure the problems being experienced by the 325th 
are adequately addressed. 
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June 9, 1993 


The Honorable Les Aspin 
Secretary of Defense 
Room 3E 880 
The Pentagon 
Washington, D.C. 20301 

Dear Mr. Secretary: 

I have been contacted by members of the 325th Maintenance 
Company in the Lake Wales division of the Florida National Guard 
regarding health problems which they believe are a direct result 
of service in the Persian Gulf during Operation Desert Storm. 

The 325th had responsibility for painting almost 8,000 
vehicles with a toxic, chemical-warfare resistant paint in 1990 
and 1991. Members of the unit report conditions were primitive, 
safety equipment was virtually non-existent, and their protests 
to commanders in the Army and National Guard were ignored. 
According to guard members, the paint operations were shut down 
after the Army's 7th brigade refused to take over the job in 1991 
because of health concerns. 

Almost two dozen members of the Lake Wales guard unit report 
a variety and range of respiratory problems and other syroptons 
which match exposure to toxic agents. While some members of the 
guard have received treatment, others fear their careers will be 
ended or other punishment will be levied on them for expressing 
their concerns. 

Many of the guardsmen and women who have talked with my 
office believe the Army and National Guard have a financial or 
political stake in avoiding the health problems of the unit. 

I believe there may be confusion or miscommunication among 
the various groups on how to handle the situation, or perhaps a 
failure to recognize that serious medical problems may have 
developed because of the 325th 's exposure to toxic elements. 

As former chairman of the House Armed Services Committee, I 
know you share my concern for our citizen-soldiers in the guard 
and I am asking for your assistance in obtaining answers to 
questions brought to my office. 
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Among the questions guardsmen have asked are: 

1. Did the Army's 7th Brigade, stationed in Germany, refuse 
to take over the paint operations based on safety concerns? If 
so, were these concerns expressed to commanders of the 325th and 
their regular Army supervisors. 

2. Has the Army recalled units in Pennsylvania and Indiana, 
or others, back to active duty to provide medical treatment as a 
result of health problems incurred during service in Operation 
Desert Storm? 

3. The Veterans Administration has begun medical 
evaluations of all those who served in Desert Storm. Are these 
evaluations a result of medical doctors determining that veterans 
of Desert Storm were exposed to potential toxic agents which 
could involve future health risks? 

4. Does the U.S. Army have a medical or military reason for 
requiring members of the 325th to travel to Fort Stewart, 

Georgia, instead of allowing members to obtain medical treatment 
at military facilities in Florida? It would appear that if 
treatment could be provided in Florida, families would experience 
fewer problems and the Army could save travel costs. 

5. Why won't either the National Guard or U.S. Army take 
responsibility for the future treatment or disability of 
guardsmen, whose health was adversely affected in Desert Storm? 

It would appear that because the guardsmen were on active duty, 
they would be entitled to all benefits and services Army regulars 
receive. 


6. The guardsmen are concerned that the military forces 
regard their service as less important and their health problems 
inconsequential. Can we assure them that they will receive the 
same counseling, medical treatment, severance benefits and 
disability consideration received by those members of the regular 
service who experienced injuries? 

I would appreciate your efforts to contact the appropriate 
service leadership for their assistance in assuring my 
constituents that their service in Desert storm will not be 
forgotten and they will be receive proper care. 
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Thank you for your efforts on behalf of the 325th 
Maintenance Company. I am available to discuss this problem with 
you at any time or to have my staff answer questions regarding 
the 325th. 


Sincerely yours, 

Charles T. Canady/ 

Member of Congress 

CTC : ws 

cc: Jesse Brown, Secretary of Veterans Affairs 
John W. Shannon, Acting Secretary of Army 
Lt. Gen John B. Conway, Cheif National Guard 
Brig. Gen. John R. D'Araujo, Director Army National Guard 
Ronald V. Dellums, Chairman House Armed Services Committee 
Floyd Spence, Ranking Member House Armed Services 
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I am Chief Lane of the U.S. Navy Seabee's. A reservist activated for 
Desert Storm Dec. 11, 1990 to April 26, 1991. I air. one of those serving in 
Saudi Arabia, who came back with problems associated with being over there. 

Immediately upon my return I noticed problems with ray health. Over a period 
of time from April 26, 1991, to the present day, I have experienced the 
following: watery bowels, loss of appetite, sleeplisness, short term memory 
loss, depression, fatigue, extreme pain in my joints, night sweats, increased 
pulse rate (from a normal 65 increasing up to 85 and 90 beats per minute), 
body weight swings in short periods of time, uncontroled emotional outbursts, 
lack of drive, strange bumps that come and go, tremors or shakes, unusually 
itchy scalp, sore throat for long periods of times, problems urinating, and 
disorientation. 

The first problem I had was in the area of watery bowel movement. Three to 
four days straight every three to four weeks I would have watery bowels. I 
thought after being home for a short period of time, about a couple of months, 
it would straighten itself out. But it didn't, it continued from May of 1991 
to August, 1992. 

I had a loss of appetite. I went from 170 to 1^7 in a couple of months. 

Then between June and December of 1992, my weight would go from 167 to 160 
in as short a time period as a few days. Or it would go from 160 back to 150 
in a few short days. My weight would not remain constant. 

I had problem with my sleep. It was like the nerves in my body were out of 
control. At about the point of going to sleep at night I would jerk awake. 

And continued to jerk awake all night long. This continued until about March 
of 1992. At that time I began taking Ativan's at bedtime to help me sleep. 

Prior to going to Saudi Arabia, Dec 11, 1990, thru 26 April, 1991, I could 

work from morning to night with plenty of energy to spare. Soon after 

returning I lacked the energy to do anything except work my regular job 
with TVA, then come home and rest. I would neglect the things that needed to 
be done around home. Even doing small chores were tiresome. I had no drive, I 
felt tired all the time. I only had enough energy to survive. 

The fatigue got worse so that by September, 1992, I was spending more time 
in bed. It took a lot more rest to keep me going. Up until then I had never 

spent more than 12 hours in bed unless 1 was very sick. By this point in time 

I started spending at least one day each week in bed 24 hours. It took 
sleeping around the clock just to keep going. By the first of October it took 
more and more rest. A week of almost total rest would keep me going for about 
two weeks. My health remained like this until I was treated by Dr. Hyman, on 
December, 1992. 

On June 13, 1992, 1 saw the first signs of bumps on my body. It was a 
cluster of small bumps (seven in an area small enough you could cover it with 
a half dollar), on the inside of my left leg just above the ankle about six 
Inehes. These bumps appeared for about three to four daya then formod a white 
head for a few more days, then started disappearing. After that point the 
bumps started showing up periodically on various parts of my body. They would 
come for about a total of seven to eight days then start disappearing. When 
they were gone they would leave a small dark scar. 

I started having problems with short term memory and disorientation at 
around July, 1992. Almost constantly I would leave the room to go get 
something or do something and boom I not only didn't remember what I’d went to 
do or get, but I sometimes failed to realize where I had been at. I would sit 
down for a short period of time and eventually it would all come back to me. 

On several different occasions I would be driving in an area of 
Chattanooga, very familiar to me in the past, and not know where I was at. It 
got so bad on a couple of occasions I had to stop the car on the side of the 
road, and spend a lot of time re-orienting myself. 

I also had problems with the shakes or tremors. These came in early July 
and lasted up to about November to December, 1992. The shakes were so bad it 
affected my writing. The combination of the shakes and memory problems caused 
problems in my job at work. 
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I also had problems with urination. It took a lot of pressure on my part to 
get my bladder to relieve itself. 

In early July 1992* I started having sweats at night. Occasionally, the 
sweats would be so bad, my shirt would get so wet you could wring a lot of 
water out of it. 

My scalp would stay itchy all the time, even immediately after taking a 
shower. The itching would be worse around the base of my head around the back 
and sides. 

I also had unusual problems with my throat. It started around the end of 
August, 1992, and stayed with me until I was treated by Dr. Hyman, December 
15, 1992. My throat would be so sore in the mornings I just barely could talk. 
It would take until about mid afternoon to loosen up enough to talk regular. 

It bothered me almost constantly. 

I experienced joint pains throughout this whole time period. But none as 
severe as those I experienced in my left hip. On August 7, 1992, 1 noticed pain 
in my left hip. The pain was severe and almost constant. The pain in my 
hip lasted for three weeks and then went away. Then November 16, 1992, the 
pain came back in my left hip. The pain was very severe and constant all the 
time. It started getting worse as time went by. The pain stayed until after I 
was treated by Dr. Hyman. Two weeks after getting out of the hospital it went 
away completely and has not returned since. 

I had filed a claim with the V.A. on my problems in June, 1992. In 
February, 1993j I was sent to the regional office in Atlanta for a physical 
examination by the V.A. The trip to the Atlanta V.A. center turned out to be a 
fiasco. The doctor brought me in looked at me, had blood, and urine test, and 
chest x-ray done. Ignored the paperwork from the Navy admitting I had the 
sickness from Saudi Arabia, ignored Dr. Hyman's paperwork on the treatment and 
opinion on my problem, and failed to recognize the complaint I had on previous 
problems of my left hip. To even get this in my records that was sent to the 
V.A. board, I had to raise cane with the administrator. I received the results 
back from the V.A.. They denied I had any problems relating to Desert Storm, 
and refuted my claim. 

I first attempted to go to the V.A. in Chattanooga in September, 1991, to 
see what was causing my bowel problems and sleeping problems. When I found out 
it was going to cost roe money to see the Doctor, I decided to leave. 

By January, 1992, I knew something was wrong with me so I sought help from 
a private physician. Dr. Greer. The reason I went to Dr. Greer was to try to 
do something about my fatigue, depression, and sleeplisness. He prescribed 
medicine and monitored me on and bi-weekly basis. 

I didn't go back to the V.A. until June, 1992. I had gotten a strange 
cluster of bumps to come up on the inside of my left leg. There were about 
seven bumps in an area so small you could cover the whole area with a half a 
dollar. 

X went to Murfreesboro V.A. this time. I arrived early in the morning. I 
thought being able to go in, see the doctor, and be treated or tested for 
something, would be easy and simple. Not so, even though I was a Desert Storm 
Veteran and having problems possibly from over there, I wasn't getting 
nowheres with the V.A. With no appointment I could not see the Doctor. It took 
a phone call to an active duty corptnan in Atlanta to finally be seen. By late 
afternoon I was finally seen by a doctor. They took blood, urine, and stool 
samples. And had x-rays of ray chest made. Then they set up an appointment to 
see the infectous disease doctor two weeks later. 

To make a long story short. My experience with the V.A. has not been that 
good. Over a period of time from the first of June, 1992jto the end of 
November, 1992, I went to the V.A. at least 12 different times with my 
problems. My health was deteriorating the whole time and the V.A. wasn't 
getting any closer to finding out my problems. During this time period I saw 
at least five different V.A. doctors, who had about five different answers as 
to what was wrong with me. The problems to them stemmed from being in my head 
to hygene to spinal problems. None of which were the right answers. 
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It didn't seem like the doctors were even listening or paying attention to 
what you were telling them. For instance, I was having trouble with my memory. 
So I tried to write more stuff down on paper. I kept a notebook diary on the 
problems I was experiencing. So when the doctor was asking about the different 
medical problems, I couldn't remember the exact dates and so forth so I 
constantly referred to my notebook. After writing all the problems I was 
experiencing down on the medical records, the doctor turns to me and says I 
don't see anything wrong with your memory etc... 

When the bumps were active, the V.A. sent me to the Nashville V.A. center 
to have a biopsy done on them. While there the doctor looked at my bumps for 
about five seconds and gaffed it off as being a hygene problem. He didn't take 
the time to listen to me explain the mysteriousness of the bumps. How that 
they would come and go and reappear at various parts of the body. Even after 
the biopsy results came back showing up as a not so common fungus, no follow 
up study was done. Not even was there an attempt to grow a culture on these 
bumps . 

These doctors seemed to be trying to pacify and discourage us as much as 
possible. All but one was like that. Dr. Ukwa was different. She was an 
infectous disease doctor at Murfreesboro V.A. She took a lot of care and 
concern on trying to get to the bottom of the problems. I started seeing her 
in late July, 1992. She had special blood, urine, and stool tests done on me. 
She even had blood work of mine sent to Walter Reed Hospital. Later as the 
disease started settling into my left hip she would work even harder at trying 
to find the answer to what was going on. Strangely thats where it quit. By 
August 17, 1992)Dr. Ukwa no longer worked for the V.A. at Murfreesboro. 

Nothing was heard of, about the blood work sent to Walter Reed Hospital. It 
mysteriously disappeared. 

I continued to go to the V.A. with no satisfatory results. Until right 
after Thanksgiving. On November 16, 1992, an excruciating pain settled in my 
left hip. The pain was constant and got worse as the days went by. So much so 
that on December 2, 1992, I went to the V.A. in Murfreesboro, for help. More 
blood tests, etc... were done. The doctor I saw did almost a total physical 
examine. He had a chest x-ray done. When finished with me he said he thought 
maybe one of the vertebra in my spine was sv^lled causing the problem in my 
hip. He said I could go see the physical therapist if I preferred. So I went 
to the therapist. He had hip x-rays made, did theraphy, and taught me how to 
walk with a cane. A week later the x-rays showed a form of arthritus or 
deposit forming in the pocket of my left hip. 

In the mean time Dr. Hyman saw a few of my Navy workers and myself on CNN. 
We were exhibiting problems similar to those in some of his patients. He had 
worked wonders for them and felt he could do the same for us. He tested our 
urine to see if we might have what he was looking for. He found it present in 
all of us he tested. By the time he got the second positive sample from me I 
was having problems with my hip. 

Because I could not afford to lose my job and because the V.A. and the Navy 
were getting nowhere tn solving the strgnge Illness, l decided so let Dr. 

Hyman treat me. Let me make it very clear, ray health was deteriorating very 
fast at this point. My hip hurt and bothered me to the point of having to use 
a cane, I could not stand in one place longer than a minute. I could not walk 
more than a hundred feet. I could not get comfortable in any position, whether 
sitting, or laying down. Constant pain twenty-four hours a day. 

Dr. Hyman placed me in Touro Infermery December 15, 1992. The treatment was 
for 12 days. During that time he was able to identify the bumps and treat 
them. He grew cultures on the bacteria creating my problem. He got rid of the 
pain in my hip. I started sleeping without having to take ativan. I got my 
appitite back. I started gaining my weight back. And biggest of all I got my 
stamina and strength back. 

I now am able to work with more energy since coming back from Saudi Arabia 
on 26 April, 1991. A good example of this is when I pulled 18 days of training 
duty at Camp Lejune, N. C., March 09 - 27, 1993. I worked 14 to 16 hour days, 
moving constantly. I was averaging only about 5 hours sleep per night. The 
amazing thing about this time period is the fact that I came through this 
without getting run down. 
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1 do have to take oedication to be able to maintain <ny good health. Dr. 
Hyman has me on Clindamycin. I am presently taking 8-10 per day. The pills are 
not free. They cost about 73 cents a piece. This comes to about 225 dollars 
per month. Plus I am taking a pill called Nystatin. It too is not free. It 
cost about 45 dollars per month. 

It has cost roe to get back to where 1 can live again. Over the past year 
and a half* I have spent quiet a bit of money« and have quiet a bit of bills 
to take care of relating to this sickness I have. I still owe Dr. Greer for 
his services. I owe Touro Inferroery over a $l»000. The V.A. has sent me bills 
to pay them for services rendered. 1 have used over 250 sick hours from work 
on this problem. I still have to take medication by mouth for the sickness, 
as mentioned above at a total cost of about $270 per month. 

It has also cost me at work. I work for a federal agency called Tennessee 
Valley Authority. During the month of July and August, 1992, I had bad 
problems with my memory, tremors etc... This caused paperwork problems and 
discrepensies. I notified my innedlate supervisor of the problem and suggested 
substituting another worker to do this particular job until my problem 
subsided. He told me to work through it. The paperwork problems continued. I 
received a letter of reprimand and a day off without pay from my supervisor 
and his supervisor. The work places have not been too sensitive to the medical 
problems experienced by Desert Storm Veterans. Several are without jobs 
because of the medical problems experienced from Desert Storm. 

Of the 735 men serving with Naval Mobile Construction Battalion 
Twenty>Four, a little over one hundred men have been afflicted with this 
mysterious illness from Saudi Arabia. It has been nothing less than a 
nightmare for many of them. Mose Elliott, Chief Perry, and Gene Trucks have 
been not been able to work since returning from Desert Storm. Roger Fllnn and 
Jerry Jones have not work for about a year due to this same problem. They 
experienced the same medical problems I described above, except in some, to a 
much worse case than mine. All have been to the V.A. to the point of living on 
its doorsteps, but to no avail. Mose Elliott, and Jerry Jones spent 
considerable time at Bethesda Hospital. Neither the V.A. nor the Navy have 
even come close to finding the answer to this mystery. 

It is sad that of these few people mentioned over half have lost almost all 
they have. All but a few have had to file bankruptcy. Even their wives have 
tested positive to the bacteria present in their bodies. 

Another sad fact is the treatment of the Navy Reserves to those afflicted 
with the illness. Roger Flinn, Jerry Jones, Gene Trucks, Lester Hallman, and 
Sterling Sims have be placed and not physically qualified status. Their 
careers in the reserves has stopped. Some of these are lucky enough to have 
their 20 years in. But for a few that is not so. One has about 12 years, and 
the other has about 18 years. I am sure there have been more to be placed in a 
not physically qualified status. 

Many Navy, Army, and other armed forces personnel who were in Desert Storm 
have had similar or worse ordeals with the V.A., the military health 
facilities, and with their employers. S have had calls from ether active duty 
and reserve personnel involved in Desert Storm, who have been afflicted. It 
doesn’t exist only with NMCB24 personnel. It has afflicted a wide spectrum of 
military personnel. For these personnel it also has been a battle to get the 
health care needed. The cost has been great. Those who have the monetary means 
and the insurance, have been able to get help. Those who don't still suffer. 

In summary, I would Like to highlight a few points. The problems for those 
who served in Desert Storm are real. We have the problem of identifying the 
mysterious illness. Out of that problem exists the problem of identifying who 
is actually suffering from the illness and who isn't. Then comes the nightmare 
of those who have suffered tremendous financial setbacks because of this 
illness. Who will repay them for what they have lost. Then there's the health 
of the family Involved. Because it has shown up in the spouses, who's to say 
it hasn't shown up in the children. Who will take care of them? Of all the 
money, time, and efforts spent up to now how close are we to finding out what 
is really going on? The military and the V.A. are no closer today in finding 
an answer than they were when they started. The only breakthrough has been 
from the treatments given by Dr. Hyman. I do not know the details of his 
study. I only know that he has Identified a type or baeterla, end has givsn 
treatment for it, with somewhat measured success. 
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In a time when our country needed us we left our faiiiily« our friends, and 
our jobs and responded to the call* that call was not without a price* So far 
that price has been and la still being payed for by those who gladly served. I 
hope you will not turn your back on the men who need you now* Take care of 
them, they took care of you. 
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Dear Members: 

I am a 37 year ok) female. 14 years of active duty have taken me to South Korea, West Germany, 
South Africa arxl Southwest Asia. As a civilian trained LPN I have held the position of NCOiC of 
numerous clinics to Include my tour in Southwest Asia. Awards earned include 3 ARCOM, 3 Army 
Achievement, 4 Good Conduct Medals, 2 Overseas Ribbons, National Defense Ribbon and Southwest 
Asia Ribbon. Prior Id my tour in Southwest Asia i enjoyed good health both physical and mental. I am 
married and have one child. 

While in Southwest Asia, from 23 Nov 90 to 23 April 01, 1 was assigned to the 41st Combat Support 
Hospital. My main responsibllllty was chief ward master of one of the surgical wards, but also drove 5 
ton trucks, stood guard duty, worked on sandbag details and whatever else was necessary to maintain 
a healthy enviroment in and around our encampmenL 

During these 5 months I received many combinations of drugs. In December 90 while on a sandbag 
detail I reaggravated my lower back, which I had suffered with on aiKl off, prior to deptoyment I was 
prescribed Motrin, Valium, Naprosyn and Fleiearii for pain. During this period I alM suffered two 
asthmatic attacks. I was gi^ inhalers to help nm breath. I sulfered from an ear Infection in January 
91, for this I was given Ceprolfexin, Tylenol 3 and Molitn. I began to have Increased frequency of 
urination and it was at this ttme I also noUcad blade tarry stools in my bowel movements. The doctors 
on duty told nw these conditions were probably dua to the change of enviroment In a latter 
consultation with Or. Calfender, an intemist ^wciallzing in envlromantal and occupational toxicology, 
he I nformed me that It was most likely I had sulfered from ’internal hemmoraging due to the 
combinabon of drug ingestion which In turn was tearing up the inside of my stomach*. He felt the best 
thing the doctors could have done, at that tfrtw, was to take me off the drugs, I was not. 

The Anthrax vaccine and Botulism vaccine were both adminIstBred to me during Jan 91 . We were told 
that the threat of biological warfare, by Iraq, was evident and these dnigs were to help protect us 
against any such attacks. Both of thoM drugs are surrounded by a cloud of uncertainty. They are 
being studied at the Ft Detrick U. S. Army Medical Research Instttute of Infectious DiserKse. How many 
soldiers received these drugs remains unclear due to the tact that records were not updated or were 
losL In regents to the Anthrax vaccina, 'some military medical personnel did however warn people 
given the drug not to have children for 3-4 years. The origin of the rtedsion to Issue this warning is 
uncertain. It seems this vaccirw was selectfv^ administered', states Ms Axelrod. I also began to taka 
a series of malaria medicatiora during tMs period. 

In Feb 91 part of our hospital moved Into Iraq to support the 24th bitanby Division. It was at this time 
we were ordered to taka the dnMPvridoslkimlne to protect us aoalnst chemical attack. WWhin 1 hour of 
faking the dmg I began to expertenoe severe skis affects such as uncontrollabe twitching eyes, runny 
nose, excessive frothing from the mouth, neck and shoulder pain and constant sneezing. When I 
reported this to the doctor on duty his reply was, ' you have proven the effects of the drug and to cut 
the dosage in haT. Through the researoh of Ms Axelrod these symptoms show evidence of overdose. 
Thte drug Is unproven. The use of this drug In a healttiy person can lead to a mixed variety of 
inhibitory and stimuiatory responses in the central nervous system which tend to mime myasthenia 
gravis, the diseasa which this drug has bean prescribed for since 1955*. Further research, by Ms 
Axelrod, shows that 'persons exposed to heat are to use caution while taking this dnig as heat may 
increase sweating ard weeknera. Exposure to enviromentel chemicals such as pesticides and 
Insectieldes should be avoided as this can accentuate the potential toxicity of this drug. The intense 
heat and regular use of pestickfes and insectieldes during Operation Desert Shield / Storm heightens 
the possibility of these synatgisiic effects.' 

Upon entering Iraq, we traveled down a highway in the direction of Basra. Evidence of intense 
bombing and artille^ hits were everywhere. Various types vehicles on the side of the road were sUII on 
fire or smoktering as we passed. Chaned bodies were strewn all over the road. Because of the large 
amount of debris in the path of our convoy, we were delayed for up to an hour at a time until the roads 
could be made passable. After 3 nights of sleeping In our vehicles, we set upour hospital off the side 
of the toad, on the sand. Our mission was to care for any allied casualties and to administer aid to any 
Iraqi POWs. Sanitary conditions were less than desireable, due to the lack of suflicient quantity of 
water to wash wHh. The Nudeur Biological Chemical (NBC) alams which were set at the p^meter of 
the camp would go off during the day and throughout ttie night The general response of the NBC team 
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membeis were that the alaims were probably being triggered by the wind, 'nothing to be alarmed 
abouT. It was not until I became a ssociated with members of the Rural Alliance for Military 
Accountability, Nationat Toxics Campaign and the Progressive Alliance for Community Empowerment 
that I was made aware of the use of Depletsd Uranium (DU) in munitions fired by allied aircraft and 
tanks. At no time while In Iraq or otharwisa were we warned of the possibility of coming into eorrtact 
with radioactive materials or the residuals thereof. Therefore no precautionary maassures were taken. 
Much research has been done on uranium arxl Its by-products. Why the military neglected to brief Us 
troops, in the field of battla, on the use of OU penatrators is beyond my comprehension. In a letter from 
Les Aspin, dated 13 May 91, to a Mr. Dietz, he supplies Mr. Dietz with a report prepared by Dr. Joe 
Osterman, director of the DOD office of Ertvirotrtental and Health Sciences. Air Force records on DU 
expenditure during Desert Storm by A-10 aircraft Is classified. In the report Dr. Osterman states that, 
the expenditute of depleled rounds is known, the area distribution is generally unknown, but could be 
partially derived from A-10 sortie records. If they axisl*. information on distribution as welt as number 
of impacts with annored targets are required In order to evaluate the enviromental as well as health 
impact of DU usage In the target area. The reason for this Infomiation is that when DU strikes a hard 
target, many uranium particulales are formed during the physical breakup and vigorous oxidation 
which occurs. When Ingested, uranium concertbatas in the bone. Within the bone it increases the 
probability of bone cancer, or. In the bone marrow, leukemia. Uranium also resides In soft tissue, 
including the gonads, increasing the probabl% of genetic health elfocts, including birth defects and 
sporrtaneous abortions. Also in a report by the GAO dated January 93 It clearly states the Amry was 
not adequately prepared to deal with DU oonlaminalion. In a maeting I alterxled In Senator Cohen's 
office in March 93 his aid Is quoted as saying,' the DU panebators were not deskined for the purpose 
of harming people by releasing radiation'. The feet remains, DU s harmful to people that come in 
contact with It, in the various stages of residuals we vrare exposed to, if in tact vire ware in areas DU 
was used. 

Orree back In Saudi Arabia, April 1991, 1 began to experience urinary and bowel Incontinenca. The 
response of the doctors was that the problem was mechanical and to have it chackad out once I 
relumed to the U.S. Prior to redeployment to the U.S. we were briefed on challenges we may face upon 
reluming to our loved ones. The subject of precautionary msi»sures cotx»ming sexual intercoure and 
impregrtaling were also brought up. Reason for this concern was due to the dmgs that we hiKi taken. 

My problem wHh bladder and bowel InconlinerKe followed me back to the U.S. In May 91 my lower 
bctok pain resurfeced along with numbness In my left leg. This was the beginning of approximately 15 
months of military medical eveluations. Tests were corxiucted In numerous dinin. I reedved 
injections, in my lower back, for pain for a parted of about 5 months, butthers was little relief. Outside 
of the injectiorts, the only tr ea tmerrt IVe received is to catheterize myself 5 times daily. I take laxatives 
to aid me in my boub of crxrstipatten. In March 92 It was recommemied that I be medically boarded. 

By this time my work envitoment was Hmitod to sitting at a desk. The bladder and bowel incontinence 
prevented me from performing my normal duties. In April 1992 an MRI was done to rule out Multiple 
Sclirosis. Rectal EMCs were done in June 1992. The results shewed absent rectal sphincter muscle's 
although the nerves leading to the area seemed allright. The bladder and bowel incontinence had 
worsened to the poirft that I had to wear sanitary products to protect my clothing from frequent 
uncontrolled blartder voiding and bowel movamerrts. In July 92 1 was put on horrte duty status. 

The next round of tests were to be conducted by the Psych ia try Clinic. This was in August The 
llrKlItigs cf the psychiatrist showed loss of short term memory wNhin a supertor I.Q. range. No somatic 
or psychosomatic disoniets were found. The s u ggestion s from the psy^iatrist was for me to see a 
pharmacist to study the effects of the combinMions cf the numerous drugs I had taken while in Saudi 
Arabia. He also recommended my seeing an enviromental healih offleef. 

The doctor in chaqie cf handling my medical board decided not to pursue fttsse recommendations 
and sent my medical board to the Physical Evalualion Board (PEB) for them to make a decision on the 
findings. This was In htevember 92. By now my fist of afflictions had grown to unexplained rashes, hair 
loss, taUgue, head pressure, dizziness, nausea and the stew healing of minor cuts. 

I contacted the research cantor, at Walter Reed, sat up to Investigate leishirtanjasis. The doctor I spoke 
to felt I was not suffering from the disease and the testing was nrrt oonsMered. I also contacted the 
Houston VA in response to the publieity it had received m bebtg otm of the 4 hospitals set up to wrrrk 
wHh Desert Stomr soldiers. I was told the program was for veterans only. It was at this time I decided to 
contact a civilian spedafist After completing a lengthy survey. Dr. Callender agreed to see me. In the 
meanfime the results of the Informal board came back with a 20% rating. 
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It was on 23 Dec 92 I visited Dr. Callender at his office. Alter talking to him for awhile he ordered a 
SPECT scan of the brain to be done at the local hospital. The praiiminaty results showed lack of blood 
tlowlo the left thalymus of the brain. EEC's were run later that afternoon. On 24 Dec 92 I returned to 
his office and had tests run to evaluate whether any damage had been done to my mechanisms related 
to my balance. These tests showed impairment to the middle ear. Complete medical findings by Dr. 
Callendar are available upon request Thb doctor showed such concern for my well being that he 
cancelled all appointments during both (fays. At the same time he Informed us that he would not make 
any premature statements regarding my health norths causes until he had enough foctual evidence to 
sup^ such a claim. Because of the complex nature of the case much research would have to be 
conducted. 

The decision to appeal the findings of the PEB had been made by me. The formal board was to 
convene on 20 Jan 93. 1 chose to use the services of the DisabM American Veterans (DAV) to 
represent me as legal consul. I was given an appointment, one day prior to ihe date of my hearing, to 
meet with my appointed consul. I questioned this process because of the short period cf time allowed 
for consul to review my case. The tMIng of the response was that thb was the rule followed, possibly 
because of the large case load being worked out of that office. On the day of my hearing, I was the fifth 
ease heard by the board members. All of the praceeiflng cases were represented by the same 
Individual from the DAV. Within 10 minutes of the closing arguements a decision was made by the 
boanf pteskfenL A finding of 70% TDRL was given to nty case. Copies of both the Informal and fonttal 
findings are available if neccesary. It b my persoiml opinion that a decision had been made, 
eonoeming my future, prior to my sailing foot in the ohambste of that haaring. The quostion of the 
statements submitted t^ physicians concerning my health concerns and leadership abilities, while in 
Southwest Asia, seemed more of a priority than did the results of teste run and recommendations by 
Dr. Callender. 

In mkf January S3 my husband filed an I.G. complaint against the hospital. On 13 Jan 93 1 was sent to 
a milltety tfoctor who had been de^rrated to estabNsh a ragbtry of skiers suffering from mysterious 
illnesses connected to the Persian Gulf. Not much could be done by him at thb time and he suggested 
my continueing to seek the care of the civilian physician. On 1 Feb 93 1 decided to appeal the findings 
of the formal board. The DAV consul assigned to me for the hearing of the formal board did not agree 
with my decision. He was so strong on hb opinion that he wished me luck and abruptly hung up. I 
have not heard from him since. I question the true concern for any soldier being represented by thb 
office. 

The I.G.'s office contacted me the first week cf Feb 93 to inform me that the militi:.y would not accept 
the financial responsibility of outside medical evaluatiora. It was recommended that I atop seeing all 
dvilbn doctors concerning my case. Any additional teste would be corKlucted by the military. I had 
fUtajre appointments scheduled with Dr. Callender when I was informed of this decision. It was by my 
Judgement akxw, that I decided to keep these appointments. It was these series of appoinbnente that 
elevated levels of antibodies were found in my blood. I was not corrtacted by any military rtoctors for 
further testing until 20 April 93. 

At thb time my second appeal had been ruled out and the findings of the formal board were fbwarded 
to the Dbabill^ Agency in Washington D.C. for final consideration. The letter to the Disability Agency 
from the presklent cf the PEB was rteted 8 Feb 93. 1 did not receive a copy of thb letter until 30 Mar 93. 
Orders for my refirement were cut on 30 Mar 93 and the official date of separation from active duty was 
set for 28 April 93. No changes to the findings of the formal board were considered by the Disability 
Agency. I question the manner of the handling of this matter by the local PEB. It leads me to believe 
that the goal was to get me out of active duty status as quickly as possible. Through my sheer 
determination and beibf that questions were being Mt unanswered, I began the process of stopping 
my redremeni Word came dovm from Washington, one day prior to my retirement, that my orders were 
being held until further tests could be run. 

On 6 May I began to have blood work done by the military. These same tests were recommended by 
Dr. Callender 3 months earlier. I am now in the process of working with the Reumotology clinic. 
Ancther psychiatric work-up b scheduled abo. I still have not been seen by a pharmacist to stody the 
combinations of the drugs I had taken. Nor have I been sent to an enviromental specbibt. Why the 
military does not want to expand into other fields of testing, such as the two mentioned above, leads 
me to believe more b known of what b ailing me than b being admitted. 
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Questions have been asked as to the valMlly of the series of tests run by Dr. CalletKier. I question the 
validtty oT the tests or lack thereof, being run by the military. A common ground must be reached by the 
government and cMlian specialists. This see ms to be the only way that answers to these illnesses will 
be arrived upon. M the same Urns many legal questions arise as to the methods of dispersal or some of 
these vaocinee during the conflict It Is my understanding, through r e se ar ch done by Mr. Silvester, that 
a military member cannot be forced to take any type of drug without his or her approval. Our being 
ordered by the Commander to take one of these drugs does not concur with the findings of Mr. 
Silvestor. Also documented evidence shows that some of these vaccines are to be monitored during 
periods of ingestion. I can tell you that this was not the ease In respect to my situation. Just how many 
civil liberties does a soldier looM when he makes the decision to serve In the protection of his Counlry 
and the laws of which it was built 

The government has taken a strong position cocKemIng the causes of these mysterious Illnesses. It is 
my opinion that our government knows much more than what they are willing to admit. Soldiers from 
World War II are just now discovering they were used In secret tests In the use of mustard gas. 
Documentation of the true elfocts of exposure to Agent Orange were replaced with false flies. This was 
discovered Just recently. You would think we would learn from past mistekes. In the past money and 
pride have always goltm in the way of the truth being told. Our Nation is now moving In the direction of 
a medical cata^rophe considering all the evidence being gathered. If there are classified documents 
that will assist in helping our soldiers then they should be released. The government must begin to 
treat Ihe soldiers and civilian personnel who are suflering and treat those who will undoubtably foil to ill 
effects In the future. The responsibility does not stop with treatment. We must find ways to bring these 
people back Into the workforce. Assurance's must be given that they will be able to return to live 
soniewhat of a lifestyle that they were accustomed to prior to the Persian Gulf. 

Following are names of active duty soldiers who served in the Persian Gulf and are suflering. Also 
dependents who feel they are affected. A short description of their symptoms follows. These soldiers 
have asked that their names be mentioned. Written testimonies by each of these people are available. 

Active Duty ‘ t 

1) SPC Mark Chapman - Diagnosed with Tuberculosis, night sweats.dlfliculty urinating, memory 
problems, abdominal distension 

2) CW 2 Ronald Mathews - Severe joint pain, testicular cyst, abdominal distension. He was offered 
20% on his formal board. 

3) SPC Thomas Broddnax - History of bilateial ulnar neuropathies, myotonic syndnxne of uncertain 
ebology. Offered 10%, then formal dropped to 0% because condition existed prior to seniice. 

4) SPC Karen Srch - Chronic pelvic pain, while in Saudi, unknown organic etiology. Total abdominal 
hysterectomy. Recurrent ovarian cysts, joint pain, headaches. 

5) SGT Mark Slota - Testicular cysts, chronic epidamitis, left oorphoractomy, joint pains weight gain, 
abdominal distension. 

Dischatgad Desert Storm Veterans 

1) SPC Linda Hughes - Chronic costochondritis, numbness and tingling In hands, severe headaches, 
insomnia, memory loss, weight gain. Pending VA disability. Opted for early out program, due to 
downsizing. Appoinbnents with VA are strung out all the vray to Dec 93. 

2) SGT Judith Howlett - Ru like symptoms, persistont cough, anemic, diagnosed wHh Hodgekins 
l^phone. Spteen removed. Placed on TDRL at 100%. Altar one year she went into remmission of the 
lymph cancer. Military asked her to back active duty, she requested to get out for reasons she felt she 
could not perform as required. Present rating by VA is less than 10% Depression and febgue still 
persist. 

3) CPT Victor Tubbs - Constipalion, bloaling, weight maintainence, fatigue, joint pains, mood swings. 
Now serving in reserve unit. 


Dependents 
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1) Cedrlck Miller - Son at S6T Miller. SGT Miller served in Saudi Arabia until Jan 91 .Child conceived 

91 bom Mar 92. Bom vdlh Hydrocepholus chromosomal disotdar. Bom vrilhout Ml aye, Ml ear 
and part d Ml Jawbone. Muscles In thumbs net developed. Heart on right side.Ocular Auriculo 
Vertebral (OAV) Syndrome. 

2) Hayden Shock - Son of CPT Shock. Bom Nov 92. Bom wHh no right ear. right Jaw borw, right lip 
muscle missing. Extra dgit on right hand, spinal anomolies, hearing loss, OAV Syndrome. 

In closing, I trust that the right decisions wm be made concerning these men, women and children. Our 
government has got to look to the hthire of our Country . If these types of Illnesses go on untreated, orw 
can only guess where IMs Nation will be in 20 years. It is frightening to even think of the 
consequences. 

Thank you for giving ms this opportunity. I trust that GOD will lead the Nation in the right direction. 


Sincerely, 


Carol H.Picou 
SFC.USA 
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U.S. House of Representatives 
Veterans' Affairs 

Subcommittee on Oversight and Investigations 
Testimony of Kimo S. Hollingsworth 
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On January 1, 1993 I was deployed to the Persian Gulf with 
I Battery, 3RD Battalion, lOTH Marines, 2ND Marine Division. My 
occupation through Desert Shield/Storm was that of Artillery 
Platoon Commander. As such, I was responsible for 72 Marines, 

4 M198 155mm howitzers, 8 5-ton trucks, 6 HMMWV's, various 
crew served weapons systems and communications equipment. 

Prior to this deployment and during the duration of this 
deployment, my physical health was excellent. Upon my units 
arrival in Jubayl, Saudi Arabia we resided in Camp 15 for three 
days. There we adjusted to the envirornment and gathered our 
gear from the port facilities. From January of 1991 until May 
of 1991, our movements are as follows: 

- North to an area known as the training triangle. 

- North on the coastal highway and then west into the 
Al-Wafra oil fields. 

- On Febuary 12, 1991 we conducted an artillery raid 3 km 
south of the Kuwaiti border at the Al-Wafra oil fields. 

- West to the Um-Gadair oil fields where we positioned for 
the assault into Kuwait. 

- We then assaulted into Kuwait to the Al-Jabar airfield. 

- North from the airfield to an area known as the Kuwaiti 
agriculture center along the 6TH Motor Ringway. 

- We remained there until our return to Jabayl, Saudi 
Arabia in mid May of 1991. 

Upon my return from the Persian Gulf, I was assigned as 
the Executive Officer for H Battery, Battalion Landing Team 1/8, 
22ND Marine Expeditionary Unit (22 MEU). 22 MEU returned to 
the Persian Gulf via ship as the Central Command Landing Force. 

My second tour in the gulf was from October of 1991 - Febuary 1992 
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Prior to and during this deployment my health was once, again 
in excellent condition. The highlights of this deployment are 
as follows: 

- An amphibious landing into Kuwait and a live fire exercise 
25 km south of the Iraqi border in the vicinity of Doha 
Army base. 

- An amphibious landing into northern Saudi Arabia along the 
coastal highway. 

- An amphibious landing into Oman vicinity of Al-Hamra. 

- Port visits in Baharain, United Arab Emerites, Egypt and 
and Israel. 

- Return to The United States. 

Upon my return to The United States, I prepared for my re- 
lease from active duty. My final physical was conducted and my 
physical health was in excellent condition. In July of 1992 I 
accepted a position with a major wall street brokerage firm as 
a Financial Consultant. My health was excellent when in Hovenber of 
1992 I came down with the flu. I recovered from the flu and in 
mid December my illness began. The symptoms are as follows: 

- Constant headaches. 

- Severe muscle and joint aches. 

- Constant Fatigue. 

- Pain in my center chest bone. and coughing up dark sputnum. 

- Frequent urination ( I would wake 3-4 times a night to urinate ) . 

- Periodic blurred vision. 

- Plain lack of motivation. 

By the begining of January the symptoms had not passed and I 
sought medical attention from a local doctor. Hy doctor could 
not diagnose my problem and was going to refer me to another doctor. 
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In Febuary and March my condition worsened. By April of 1993 I 
contacted the Veterans Administration to register with the Persian 
Gulf registry. I was told of the registry through a contact at 
The American Legion. My contact had also informed me of a Doctor 
Edward Hyman who was working with veterans in New Orleans. I went 
to the Veterans Hospital in Washington DC and received a full 
physical. The doctor told me I was in excellent physical condition 
and said the coughing of sputnum and the pain in my chest was 
natural in some persons. Befor? I left the hospital, I was directed 
to a social worker. She informed me that many veterans were 
suffering from Post Tramautic Stress Syndrome and that I may also 
have the syndrome. She gave me a brochure that described counseling 
available to the Persian Gulf Veterans. 

After my encounter with the Veterans Hospital, I decided to 
pursue the treatment prescribed by Doctor Hyman in New Orleans. 

By this time, my manager had pulled me in for a talk in his office. 
He informed me that my performance was falling from an acceptable 
level. He was aware of my condition and provided me the opportunity 
to seek treatment in New Orleans with Doctor Hyman. I went through 
Doctor Hyman's treatment in New Orleans from May 10 - May 23 1993. 
Since my return, my symptoms have vanished. My stamina is r not 
near my previous levels of 6 months earlier. Sometimes I still 
tire easily. However, my mental edge and motivational level have 
returned. Physically I feel better than I have felt for the last 
6 months. Doctor Hyman should be taken seriously. On behalf of 
all veterans, I strongly recommend his findings be given careful 
consideration. The Veterans Administration did not help. Doctor 
Hyman did! 
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TESTIMONY 


BETTY ZUSPANN 

NATIONAL DIRECTOR, DESERT STORM VETERANS COALITION 
WIFE OF WOUNDED DESERT STORM VETERAN GARY ZUSPANN 


for 


HOUSE VETERANS’ AFFAIRS SUBCOMMITTEE ON OVERSIGHT AND 
INVESTIGATIONS 

JUNE 9, 1993 


MR. CHAIRMAN, 

I AM BETTY ZUSPANN, WIFE OF DISABLED DESERT STORM VETERAN, 

NAVY PETTY OFFICER, GARY ZUSPANN. 

I AM CURRENTLY SERVING IN A VOLUNTEER CAPACITY AS THE NATIONAL 
DIRECTOR OF THE DESERT STORM VETERANS COALITION. 

WE WOULD LIKE TO THANK YOU FOR ALLOWING OUR COALITION TO GIVE 
OUR VIEWS REGARDING THE ISSUES AT HAND, PERTAINING TO THE 
DESERT STORM ILLNESSES, AND OTHER ISSUES. 

FIRST, WE ARE SUBMITTING FOR YOUR REVIEW, RESEARCH WORK 
ASSEMBLED BY MS. CLETA PHILLIPS. WIFE OF A PHYSICALLY ILL DESERT 
STORM VETERAN AND A MEMBER OF THE DESERT STORM VETERANS COALI- 
TION INFORMATION RESEARCH TEAM. (EXHIBIT #1, FOR COMMITTEE FILE) 

A REPORT FROM MAJOR RICHARD HAINES, UNITED STATES ARMY RESERVE, 
REPORT TO NATIONAL ACADEMY OF SCIENCES ON ONE YEAR OF RESEARCH 
OF ONE HUNDRED DESERT STORMERS. (EXHIBIT # 2 . FOBOMM ITTEE FILE) 

WE FEEL THESE TWO WORKS PRESENT VALUABLE RELEVANT INFORMATION 
TO THE ISSUE. 

A WOUND IS DEFINED AS, "INJURY TO THE BODY TISSUE." IN OTHER 
WORDS, YOU DON'T HAVE TO BE SHOT WITH A BULLET TO BLEED. 

THOUSAND OF DESERT STORMERS ACROSS THIS COUNTRY, BOTH ACTIVE 
DUTY, AS WELL AS, VETERANS ARE SUFFERING FROM CHEMICALLY INDUCED 
INJURIES, (CHEMICAL WOUNDS, IF YOU WILL) AS A RESULT OF COMBINED 
TOXIC EXPOSURES, INCLUDING RADIATION, WHICH RESULTS IN TOXIC 
OVERLOADING AND EXTENSIVE DAMAGE TO DIFFERENT PARTS OF THE BODY. 

DESERT STORMERS ACROSS THIS COUNTRY HAVE SHOWN IN CIVILIAN 
MEDICAL TESTING, DAMAGE TO ALL PARTS OF THE BODY INCLUDING, BRAIN, 
IMMUNE SYSTEM, CENTRAL NERVOUS SYSTEM, AMINO ACID AND RED BLOOD 
CELL DEPLETION. ANALYSIS SHOWS RADIOACTIVE ISOTOPE DERIVATIVES 
AS WELL. (EXHIBIT #3, FOR COMMITTEE FILE) 

OIL IS FULL OF RADIATION, SO IS DEPLETED URANIUM. WE HAVE REAMS 
OF DOCUMENTS. BOTH MILITARY AND CIVILIAN ON THESE ISSUES. 

THE AIR FORCE "RED FLAG MANUAL" DATED 1981. REFERS TO ALL OF 
THESE SYMPTOMS, THAT THE DESERT STORMERS HAVE .IN THEIR CHEMICAL 
AND RADIATION SECTIONS OF THE MEDICAL TRAINING MANUAL. (EXHIBIT 
#4, FOR COMMITTEE FILE) 

THE NAVY REPORT ON "RESULTS OF A WORKSHOP ON HEALTH EFFECTS OF 
CRUDE OIL EXPOSURES RELATED TO OPERATION DESERT STORM" 1991, 

GIVES EXPLICIT EXPOSURES AND SYMPTOMS TROOPS WOULD BE HAVING, 

EVEN CITES STUDIES, LONG TERM HEALTH EFFECTS AND SYMPTOMS. 

(EXHIBIT # 5. FOR COMMITTEE FILE) 

OIL COMPANY REPORTS STATE THERE IS RADIATION PROBLEMS WITH RAW 
CRUDE OIL. OORTTROOPS WERE NOT PROTECTED FROM THESE DANGERS. 
(EXHIBIT #6. #7(FOR COMMITTEE FILE ONLY) 


72-939 0 - 94 -7 
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YOU HAVE THE EXPOSURES TO THE HYDROGEN SULFIDE GAS WHICH 
ACCORDING TO ARCO OIL COMPANY, IS DANGEROUS IN LOW EXPOSURES AND 
LIES LOW TO THE GROUND. AND EMITS TOXIC FUMES EVEN AT OR BELOW 
AMBIENT AIR STANDARDS. (SEE EXHIBIT #6) 

EVEN THE ARMY'S OWN "LEADER SAFETY GUIDE'STATES THE HYDROGEN 
SULFIDE IS PROMINENT IN THAT AREA AND IS ESPECIALLY DANGEROUS 
IN THE RECESSES OF SHIPS. EVEN GENERAL H. NORMAN SCHWARZKOPF 
STATED "HYDROGEN SULFIDE, SULFUR DIOXIDE, NITRIC OXIDES" TO BE 
PRESENT. ."THIS IS NOT TO SAY THERE IS NO RISK".. 

(EXHIBIT #9. CORRESPONDENCE BETWEEN HIS AIDE ON HIS BEHALF TO 
RESPOND TO A LETTER FROM NATALIE GOLDS ON APRIL 4, 1991. (MS. 

GOLDS IS A MEMBER OF THE CHEMICAL SENSITIVITY ALERT COMMITTEE 
IN WASHINGTON D.C. ) 

THE CORRESPONDENCE GOES ON TO SAY. THAT THE BEST THING WOULD BE 
TO GET THE TROOPS OUT AS QUICKLY AS POSSIBLE. 

THE GAS MASKS OUR TROOPS WERE ISSUED WERE NOT EFFECTIVE WITH 
THESE GASES, ACCORDING TO THE NAVY REPORT OF FEBRUARY 1991. 

(SEE EXHIBIT #5) 

THEN YOU HAVE THE LAX IN SAFETY MEASURES BY COMMANDS, IF YOU 
REVIEW MR. HAINES REPORT. (EXHIBIT # 2) 

MV OWN HUSBAND WAS WOUNDED WHEN A CHEMICAL ATTACK WAS LAUNCHED 
ON THE TROOPS, THROUGH THE AUSPICES OF AN OIL SPILL. AS WELL AS, 
MAJOR OIL FIRES. IN MOST AREAS THE GULF IS ONLY ONE HUNDRED 
FEET DEEP. WE CAN ONLY IMAGINE THE AMOUNT OF TOXINS THAT WERE 
RUN THROUGH! THE OESALINIZATION PLANTS OF THE SHIPS AND INGESTED 
BY THE NAVY AND MARINE PERSONNEL. (ONE GALLON OF OIL CAN CON- 
TAMINATE 750.000 GALLONS OF WATER. .. (FROM: FIFTY THINGS YOU CAN 
DO TO SAVE THE EARTH: WORKSHOP PRESS.) 

MV HUSBAND NOW SUFFERS FROM CHEMICALLY INDUCED BRONCHIAL ASTHMA. 
AND AN EXTREME LIFE THREATENING SERIES OF 'ALLERGIES, ALSO KNOWN 
AS MULTIPLE CHEMICAL SENSITIVITY. (MULTIPLE CHEMICAL SENSITIVITY 
IS ADDRESSES AS PROTECTED UNDER THE AMERICANS FOR DISABILITIES 
ACT. YOU WILL FIND IT DICUSSEO UNDER TITLE II, PAGES Zl, ZZ IN 
THE ADA HANDBOOK FROM THE JUSTICE DEPARTMENT, AND THE EQUAL 
EMPLQYMENT OPPQRTUNITY CQMMISSION. ALSO THE SOCIAL SECURITY 
ADMINISTRATION GIVES BENEFITS FOR H.C.S.. AS WELL AS H.U.D. 
RECOGNIZES M.C.S., AS WELL AS THE DEPARTMENT OF EDUCATION, AND 
SEVERAL KEY STATE GOVERNMENTS.) 

WE HAVE LIVED THE NIGHTMARE OF TRYING TO GET HEALTH CARE FOR 
MY WOUNDED HUSBAND. OUR STORY IS COMMMON TO MOST DESERT STORMERS. 
MY HUSBAND ALMOST DIED LAST YEAR. AND HE WOULD HAVE, IF IT HAD 
NOT BEEN FOR THE CIVILIAN PHYSICIANS WHO ARE CURRENTLY TREATING 
HIM. HE WAS IN THE GRASP OF THE WALTER REED ARMY MEDICAL CENTER 
AND THE V.A. PERSIAN GULF CENTER IN HOUSTON FOR NEARLY SIX MONTHS. 
HOUSTON, AFTER MUCH DEBATE. FINALLY BROUGHT IN A CONSULTANT, 

WHO DID DIAGNOSE MY HUSBAND WITH CHEMICAL EXPOSURE. THEY TOLD ME 
THEY COULD NOT TREAT MY HUSBAND. THEY HAD NOT BENN GIVEN 
PERMISSION TO. ONLY TO DIAGNOSE HIM. I HAD TO TAKE HIM FOR 
CIVILIAN TREATMENT, OR HE WOULD HAVE DIED. THERE HAVE BEEN MANY 
FAMILIES IN THIS POSITION. MY HUSBAND IS VERY ILL. AS A 
RESULT OF HIS INJURIES FROM DESERT STORM. WE LOST OUR HOME TO 
FORECLOSURE. WE HAVE $170,000.00 IN MEDICAL BILL, AND THIS 
FIGURE IS CONSTANTLY RISING. FOR MY HUSBAND TO SURVIE, HE 
REQUIRES DAILY SHOTS, NUTRITIONAL SUPPORT THREE TIMES A WEEK BY 
INTRAVENOUS FEEDING. AND MUST LIVE IN AN ALLERGY FREE ROOM. 

AS A DISABLED VETERAN OF DESERT STORM, MY HUSBAND'S PROSTHESIS 
IS NOT AN ARM OR A LEG, BUT OXYGEN FOR HIS LUNGS. NUTRITIONAL 
SUPPORT FOR HIS DEPLETED BODY. AND IMMUNE SYSTEM, AND AN ALLERGY 
FREE, CHEMICALLY FREE, ENVIRONMENT. MUCH LIKE A PROSTHETIC WOMB. 
REMEMBER THE BUBBLE BOY IN HOUSTON. TEXAS. 
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NOT ONLY IS HE A PRISONER OF HIS INJURIES. HE IS A PRISONER OF 
A SYSTEM THAT REFUSES TO TAKE RESPONSIBILITY FOR ITS ACTIONS. 
(EXHIBIT# 10, V.A. MEMO REFERRING TO THE OFFICE OF MANAGEMENT AND 
BUDGET.) 

HOW MANY DESERT STORM VETERANS HAVE BEEN SEEN BY THE VA MEDICAL 
FACILITIES? ACCORDING TO A V.A. DOCUMENT, IN EXCESS OF 54,000 
HAVE ALREADY BEEN SERVICE CONNECTED. THIS DOES NOT INCLUDE 
THOSE WHO HAVE BEEN SEEN AND PLACED ON THE PERSIAN GULF REGISTRY. 

ARE THOISE PENDING SERVICE CONNECTED RATING BEEN TREATED? NO, 

THEY ARE BEING TOLD THEY CANNOT BE TREATED UNTIL SERVICE CONNEC- 
TION IS OBTAINED. 

HAVE ANY DIED? YES, ACCORDING TO THIS SAME DOCUMENT OVER 1600 
HAVE DIED. FROM WHAT? 

ARE THE PERSIAN GULF REFERRAL CENTERS BENEFITING SICK VETERANS? 
NO. THEY ARE SENDING THE SICK VETERANS HOME WITH NO TREATMENT. 

tHERE IS HOT ONE TEST TO DETERMINE CHEMICAL SENSITIVITY. BUT 
SEVERAL SPECIFIC TESTS. MY HUSBAND AND MANY OTHER DESERT STORM 
VETERANS HAVE HAD THIS TESTING AND IT CONCLUSIVELY EXHIBITS 
THE PRESENCE OF M.C.S. 

THERE IS NO CURE FOR MULTIPLE CHEMICAL SENSITIVITY, BUT THERE 
IS SYMPTOMATIC TREATMENT. WHICH IN THIS COUNTRY IS STANDARD 
OF CARE, COMPASSIONATE CARE AND RELIEF THROUGH ALLERGY SHOTS, 

ORAL AND INTRAVENOUS NUTRITIONAL SUPPORT, NOT UNLIKE WHAT 
PATIENTS OF AIDES. OR SENIOR CITIZENS RECEIVE, WHEN THEY HAVE 
A SEVERE NUTRITIONAL DEFICIENCY DURING A ILLNESS. 

IT DOES NOT CURE THE ILLNESS, DUE TO INJURIES, BUT IT DOES 
AFFORD THE PATIENT SOME COMPASSIONATE CARE AND RELIEF FROM 
SUFFERING. 

DESERT STORM VETERANS AND THEIR FAMILIES ASK YOU TO PROVIDE THE 
NECESSARY MEDICAL CARE NOW. LENGTHY STUDIES ARE JUST ANOTHER 
WASTE. AND STALL. THERE ARE PLENTY OF STUDIES DOCUMENTING WHAT 
CHEMICAL EXPOSURES DO TO THE BODY BOTH SHORT TERM AND LONG TERM. 

STANDARDS OF MEDICAL CARE FOR THESE DESERT STORMERS IS SEVERLY 
DEFICIENT. 

AS A WIFE OF A DESERT STORM VET. I CAN TELL YOU HE FEELS HIS 
COUNTRY HAS DESERTED HIM, AS HIS WIFE I AM HEARTBROKEN AND 
DEVASTATED, AS AN AMERICAN, I FIND THIS PAST TWO YEARS TO BE 
DISGRACEFUL. 

WOUNDED IN THE LINE OF DUTY, UNDER HOSTIL FIRE. 

GIVE DESERT STORMERS THE HEALTH CARE THEY SO DESPARATELY NEED 
AND HAVE SO UNSELFISHLY EARNED. GIVE THEM BACK.THEIR DIGNITY. 

THEY DESERVE NOTHING LESS. 
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May 5, 1993 

National Academy of Sciencea 
2101 Conatltution Avenue, H.W. 

Waahington, D.C. 20418 

ATTBNTZOMt Diane Hundt, Project Director 

PURPOSE AMD DXSSBNXNAIXOM.— This report aummarisea recent findinga and teat results of 
veterans contaminated from the "machines of war" in the Persian Gulf. This eunnary is drawn 
from the results of some 100 soldiera that had aonte neaaure of relevant testing for toxicity and 
metabolic imbalance. This report is being forwarded also to the President, the Veterans Affairs 
committees, and the whole of Congress. Zt is being sent to the seoretary of Defanse, Health 
Affairs; the Office of Technology AsaessoMnt and the Veterans Administration. 

sEONEMTil OP As advisors to the VA Gulf War Registry, you have previously indicated 

interest in my survey results, and I therefore conmend to your attention this report, which has 
three main partsi 1) a Suimnary of Toxic Exposures; 2) Medical Test Results of Afflicted Vets; 
and 3) A summary of Appropriate Testing for chemically damaged victims. The report, and the 
statistics derived therefrom, do not assume an academic research standard. Rather, the purpose 
is to gain public recognition to the range and type of issues and questions to which the 
national leadership should attend to properly address the medical neglect to which these Vets 
are currently held victim. The new l6-member panel empowered by VA to more fully investigate 
these illnesses may benefit from these informal surveys and will be forwarded to them. 

This report is part of a one-year endeavor encouraging appropriate testing for afflicted Gulf 
vets, not as part of any military assignment or charge, but as a private volunteer effort. As I 
have reiterated publicly, I've not served in the Gulf. This report does not necessarily reflect 
the views of any other group, nor soldier segment, nor professional physician or laboratory 
group, but are my own. If therefore, any parties are in need of a name for it, it would 
appropriately be called, "The Haines Report.” It is a successor document to my initial six-page 
memorandum to the 123rd Army Reserve Command over a year ago, which documented the nature of 
this illness, where to go for technical knowhow, and the normal treatment. Because that 
memorandum, and all those since, have been ignored by the military medical command, you may 
detect an element of anger in this report — it is indicative of the outrage now felt by American 
families around the world against VA's blatant resistance to the obvious. 

;arx 1) zn nSMARr or toxic ripocurbb. —with eighty respondents reporting via written or 
telept ns questionnaires, an average of 6.6 exposures to toxics were reported, excluding 
Inhalation or oil well fire smoke. The latter category was excluded because the purpose of this 
research was to document exposures, over twenty- five in number, to which the Gulf Vets «fere 
vulnerable, because the Veterans Administration has failed to do so. Since that survey design, 
the number of toxic exposures has increased to over fifty (Bee pages 1 a 2 of Exhibit A). 

The range of these surveyed exposures are alarming, not just because they have been discounted, 
if not altogether ignored, by medical spokepersons, but because they were largely preventable 
and reveal gross carelessness on the part of junior grade eooHaanders overseeing military 
behavior, especially in the use and application of leaded fuels and the commandments of basic 
safety. The exigencies of war is an insufficient argument for the exposures that have caused 
these illnesses, inasmuch as much of this carelessness (ignorance of the long term health 
affects of toxics) continues in present peacetime training. My data base research indicates 
that the screaming Ejections to these conditions were replete throughout the Gulf war process, 
but wore brushed off by unthinking commanders who failed to duly consider them, or to show even 
a modicum of concern for enlisted personnel subject to these exposures. If the war were to 
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vecontmnce at this nocmnt, the Bane errors would be repeated — a fact to which the American 
public has a right to linow. 

The expoaure report ia preeented in three aegmente: a) a vertical bar graph visually presenting 
the exposures in a frequency depiction (page one of Bxha>lt B); b) a narrative listing and the 
specific frequencies reported (see page two of Exhibit c) a dlscuBsion aunoary that 
addresses circumstancee and conditions of each exposure (see Exhibit C) . 

Our national institutions and leadership have been mislead, except for some admissions on 
radiation sxposure, that ths environmental hazards wars entirsly cMoprised of the oil well fire 
S!!taks and soot. This report confirms that ths exposures were more of a far more mundane, yet 
prevsn'-sbls nature, and include such incidences as standing for long periods for repeated weeks 
in the .'.eadt. ' ^xhaust of Abrams tanks to get warm on cold desert mornings, sleeping in Army 
sleeping bags that had been exhaust-dried from tracked vehicles using leaded fuels; and applying 
CABC paint on tanka, trucks, and equipment without benefit of respiratory and protective wear. 
The 32Sth Maintenance Co's. (Florida) afflictions are now publicly documented, along with many 
soldiers around the country ura sick because they repeated drove these tanks away while this 
high-performance urethane was still wet. The producer of CARC, Hentzen Coatings in Milwaukee, 
spoke to me recently and wae totally appalled that the military had troops in and around this 
coating, and it's attendant fumes, unprotected. 

One Florida mother, Mrs. Hester Adcock of Ocala, Florida, witnessed the death of her eon, 

Michael from numerous metabolic imbalances and cancer a ysar ago this month, after he had been 
assigned to burn the paint containers that contained this CARC paint in the Gulf, and I can 
assure you. Congress will be hearing more from her, before she is finished. Also, many anlisted 
troops were required to high-pressure wash the equipment for final cleanup using filtered sewage 
water and it appears that most of these soldiers subsequently acquired hepatitis. 

Another interesting exposure were those chronically inhaling diesel exhaust while driving trucks 
and tanks in and out of the lower ship holds while at port: sofoe soldiers «#ere reportedly being 
so overcome with the carbon monoxide and related diesel toxics, that they had to be physically 
pulled from the vehicles and resuscitated. Even this condition failed to alert junior 
comnandera overseeing this work, exhibiting an element and an attitude that l ehall more amply 
discuss towards the end of this report, because it explains the context in which a large variety 
cf omissions occurred. 

all these 0 >.,y. -tures should have been conveyed by DoO to it's Anoy and Navy medical corps so that 
it's own staff, and that of VA, could cnore appreciate that these health affects were 
environmental in nature--yet they failed to do this. And this failure is part of the general 
misconception that no other toxics than that of the oil well fires 
were involved. 

Above ell, bear in mind that with an average of 7 exposures per afflicted soldier, excluding the 
oil well fires, not to mention the affects of the anthrax shot (CJFROFLOXACXN —Army Serial 6505 
01 272 2385), the injestion of the investigative nerve agent pill PRfRIbOSTIONMIMB BROMIDE, Army 
Serial No. 6505 01 178 7903), as well es the botulinum toxoid vaccine, that it is the cumulative 
affect that Is at issue here, the affect of a "toxic cocktail", a total toxic loading of ALL. the 
leaded fuel and exhaust inhalation, the pesticides, the anti-fungus treated produce from isreel, 
along with the change of climate, the exposure to virus and bacteria inherent in a part of the 
world to which their systems were little adjueted, that their functional liver capacity against 
this total toxic loading was overwhelmed. The unmetabolised toxics then spilled over into their 
blood, and became stored In their fat cells, to cause metabolic imbalance through successive 
windows of time. These toxics disrupt and scar mucous linings, knock out neuro pathways in the 
brain, and create discordant, ongoing imbalances in one's central controller, the hypothalamic 
system. It is these toxics together that impose inordinate demand upon one’s nutrient system. 

In the process of netebolizing the toxics, that deprlva the nutrient maintenance system of it’s 
vitals. A shortage, for example, of zinc and magnesiiun, affects tha central nervous system. 
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pjutx 3) nn RBSOLTt OP JUTTLXCISD VCT*.— Saffipla aiaaa of aooa of tha following taadical taata 
wara hardly adaquata to attest to an acadenic raaeareh standard, but again, tha rasults ara so 
ri^ating that tha American public's right to know would be eoaqpromised, if they t«ara withheld. 

a) Brain ..^Aagei Of six Veterans tested, all six demonstrated brain daoiaga via 8PICT scan, 
tha premier technology for diagnosing aiental impaimant due to damage from chanicals. Two 
private institutions tasting three soldiers each have documented this condition. This test 
cannot be labeled cursory nor anecdotal by VA, bacauaa VA itself operates it's own SPBCT scan 
equipment in Los Angeles and amploys it for official use on a regular basis, if asked, I 
believe any of the six soldiers «rould open these medical files to NAS, or to Congress, if 
inquired. This soldier group included four active duty, and tm Reservists. The medical clues 
to which VA should have been (and should be) more cognisant of the need for pilot testing of 
some of the Vets included affected concentration and attention span, short term moDory problems, 
abnormal headaches, increased irritability, mood changes, and flashea of rage. 

No one hae auggeeted that OoD do SPBCT scans on all affllctad Rsserva and activa duty Vete, but 
the brase would ba hard put to dafand why thay havan't at laast initiated teating a pilot group. 
This is the crux of it, pinpointing VA's failure of lesderehip to combine central analysis with 
clustar analysis of teats types. They have failed to provide intensive, ongoing, testing and 
learning from t managesMnt viewpoint, instead their random collections of routine tests, have 
provided no meaningful analysis of data already within domain, auch as the epidemic liver damage 
amongst this group. 

b) Central Neevoua Syeten Oamaget Of thirteen tested, all thirtaten showed central nervous 
damage via Current Perception Threshold and other tests. In ten of the thirteen incidences 
tested, the Parnsworth 0>1S Hue vision test ruled thst the condition was not genetic. This is s 
cenventionai, longstanding neurology test. Had VA been less cursory in it’s review of symptoma, 
the clu?? to neuco deficiency v/ere replete in the widespread incidence of vision problama, 
''•terierated ..^.^ht vision, finger and toe numbness and tingling, muscle tremors, diminished hand 
strength, heart palpitations, sensitivity to cold, newfound sensitivity to cold to teeth, 
stuttering and stammering, vertigo problems, decreased peripheral vision, deteriorated memory 
teat performance, changes in taste and crawling eeneations. 

c) Damage to Vision: Of ten soldiers tested, all ten showed deficient vieion performance via 
the Farnsworth 0-lS Hue test. My 250-»^ soldier data base shows high frequency of preacription 
problems with eyeglassee over the previous year. This physiological damage is showing up in the 
reported symptoms of the Vets in the form of double vieion, irritated eyee, eye redness, reduced 
contrast and deteriorated night vision, the latter of which is s major combat training 
sBsential, affecting the safety of other soldiers, as well as the afflicted him/hereelf. 

d) Chemical Hypereensitivity — Twenty-seven of twenty-eight soldiers tested showed adverse 
and iimnediate allergic reactions to petrochemical incitants usually including, but not limited 
to, dieael fuel, solvents, ethanol, natural gae, phenol, and formaldehyde. For thousands, 

:hese victims now they face changes of occupation/livelihood, changes of home heating systeme, 
ind potential, wholesale substitution of household paneling, fabrics, carpeting, etc. 

Chess chemically hypersensitive victims are also subject to the "expanding phenomena", whereby 
:he chemical allergies spreads to include food allergies including dairy, soy, corn, sugars, and 
jrains, componsnts of roost processed/prepared foods throughout our society. Bvidence to VA that 
;hia condition exists hae been amply demonstrated, yet unpursued, in the soldiers' increased 
.Intolerance to cigarette smoke, diesel and car exhaust, and soMtimes, perfume, deodorants, and 
'abric ' 'fteners. And here, once again, these ere medical inquiries never pursued by the 
-7dieal cocamaiia bmcauee they are untrained in the long term health affects of toxics and did not 
uiow what questions to ask. 

e) Bacterial, Viral, and Fungal Infection.— Noted University Researcher Bdward Byman treated 
.hree Naval Reservists in New Orleans for rare bacteria and after treatment, their symptoms 
'irtuaily disappeared. One of these three also showed chemical hypersensitivity. Dr. John 
l&ylea of Dayton, Ohio found external fungus in eight soldiers, of eight examined (see enclosed 
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l*tt«r froa Dr. Boyi«a •ntitlad, Intarin Raport on Deaart Storm Vots*, Exhibit C). Candida 
Albicana ovargrowth has baan dlacovarad in moat of an unapaciflad ntunbar of aoldiars, taatad. 
Symptom indicatora of thia condition inciuda tha inordinate flu, colda, and paraiatant cough 
oatagory. CNM TV from Atlanta found aignificant fraquenciaa of apouaai flu-lika eymptoma and 
raportad thasa nationally. VA had morn than ample opportunity to identify eymptoaiatic cluea, 
what with tha repeated incidence of coated tongue, muahy bleeding guma, thick phlagm and saliva, 
hardness of swallowing, stomach cramps, nausea, vomiting, diarrhea. The widespread occurrence 
of foot fungus, jock itch, and fungal dandruff observed by private physicians underscores again 
VA's maligned focus on thia entire medical crisis. 

f) Toxics in Hair. — Of forty-six afflietad Vets tested for hair mineral analyaia, forty-three 
ehovfed total heavy metal toxica that exceed the second deviation off norm, established by 
Doctor'e Data Labs, Inc, of Chicago, rroo a sampla of those forty six, 16 had individual heavy 
matals exceed the second deviation level. These oetala included (sea aneleaed pis ehart) niekal 
in 39 percent of thia latter aample, cadmium 28.8%} lead, 22.6% and aluminuffl, 22.6% (sea Exhibit 
D, "Elevated Heavy Metals Discovered"). Tetraethyl lead ia contained in all Saudi fueia and 
aubaequent exhaust and cadmium, aluminum, and nickel is found in Saudi crude. 

g) Toxics in Urine.— Of nine tented for heavy metals in urine, eight showed elevated levels, 
£*• performad by Doctor's Data Labs, Inc., with aluminum in 41.2%, lead in 23.5%; nickel in 
11.8%; <'^nadium in S.9%} cadmium in 5.9%, barium in S.9%, cobalt in 5.9%; and Beryllium with 0.0 
%. of the to. I.'.ore tested (See Exhibit B, Urine Tests). 

A lot of heavy metals becoote airborne whan bonba detonate, spraying ite particulates in airborne 
fashion. The nickel coatinga of projectiles dissipate due to shear against tha surface of the 
fast-moving projectile, dissipating it's coating as airborne particuiatas. Tha air currents of 
the Saudi region often tend to be circular, turning a complete 360 degrees with the warm days 
and cool desert nights and the affects from tha Persian Oulf itself. Boms of the mors alert 
soldiers noticed how individual blades of graae, bent over to the desert sand, marked a complete 
circle, rendered fresh daily. 

DoD has been curiously silent on the subject of heavy metals injestsd from the war, even though 
it ia an expert on the subject, and has for decades tceatsd military members for heavy metal 
contamination, as for example, with naval personnel in Colorado in the I950‘s. Large numbers of 
these sailors were treated for lead contamination from painting ships and they were all treated 
with chelation therapy, which the service medical corps and AMA now brandish as experimental and 
which insurance carriers refuse to reiii4»urse. Much of the lead, for example, becosies deposited 
in the bones of these victims, the body handling it as if it were iron. The "half-life" of thia 
material is twenty years, and so will give thass victims "bona-crunch" the rest of their lives. 

Other major concerns not documented with this report, but still undisclosed by VA, include an 
epidemic number of miscarriages, inordinsts polyps and growths, numerous tooth sbscssses and gum 
problems, widasprssd liver damage, polyp growths in the colon, intestinal dysfunction, and more 
recently, cancer. 

3> APPkwrXIAn TBWtS TOE CTEN2CALLT DAMAGED OtlLP VEM — By VA'S own admission, their 
simple blood test, cheat z-rsy, and basic physical (interview with Preview Media in Louisvills 
April, 24, 1993) will not denote environmental illness, also known as multiple chemical 
sensitivity. So even though the March 12, 1993 VA Memo # 116 states that whan a local VA 
facility feels the Veteran patient would benefit from a store comprehensive workup, "that Vet 
will be referred to one of three national referral centers." VA's impasse is obvious— nons of 
the basic screening tests currsntly Implemsnted by VA, by thsir own admission, would aver denote 
snvlronnentsl illness, even if the soldier were to actually hava it. 

(That are the tests for chemical daotage end what is denoted by them? 

a) SPBCTecans can assess brain damage} 

b) Current perception threshold tests can assess nerve conductivity; 

c) Chemical allergy testing can assess newfound hypereeneitivities; 
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d) Imnunolo^y testing can asaeas damaged ionune ayateme; Page S 

e) Chemical antibodiea leave a "iBedical footprint” of previoua/preaent compound 
preaence; 

f) Special cell counta> not only raw counta of specific cella, but their percentages 
to one another denote imoiunodeficiencyi 

g) Cell function studies can denote metabolic iaydalance; 

h) Nutritional assays can denote extra-abaorption of mineral nutrients used in 
metabolising toxic molecules in the body; 

1) Rotational chair and other testa can denote vertigo problems; 

j) Certain blood testa can denote Candida Rlbicana overgrovrth; 

}c) QSBO brainaapping studies, according to Cunnar Heuser, M.D. , Ph.D, P.R.C.P., can 
denote abnormal brain functioning; 

l) Pulminary Function Teste detect chest and throat restrictions, many of which have 
been diagnosed by VA's esteemed physician in New Hampshire, Victor Gordon, M.D. 

m) 24 Hour Bolter testing can aasasa fatigue; 

n) /v..lercen Humphrey Visual Field Analysis can detect decreased peripheral vision 
fields; 

o) The California Verbal Learning Test (memory) can detect standard deviation levels 
for short tern memory deficiency; 

p) The 15 Hue Lanthony Color Discrimination can datect acquirad dyachromatopsia. 

q) Hair mineral, provocative urine, blood and fat tiaBue tests can show tha existence 
of toxics. 

The aboveraentioned taets include, but are not limited to acreening taste that VA should be 
employing, even if in a pilot mode. They are not. By virtue of their aim and design, VA 
enforces a llaiting medical statistical picture. VA insiders of their hospital groups have 
confided to us that their limited tests, by design, are purposed to preempt a diagnosis for 
environmental illness, whether the soldiers have it or not. Periodic policy meetinga in 
individual VA hospital units have been held, insiders confide, to train the physician attendants 
to flank requests for environmental testing. 

1 am aware of OoD'e blood and related tests on a sample of troops from the 11th Armored Cavalry 
Regiment. Hy response to DoD's claims that theee results showed no abnormalities if that If 
they employed the same tests that VA now employs to Registry soldiers, there is little 
possibility that the biomarkers of environmental illness could ever be disclosed. Their tests 
medically skirt the physiological damage done to these victims, damage such as brain damage, 
immune damage, central nervous damage, etc. 

SHORTFALLS IN THE VA'S GULF RB0I8TRT'-- Isn't it interesting that the central focus, the air that 
hangs on ev.'r'' question of the VA Social work Service questionnaire, plays directly into the 
post traumatic stress formula (difficulty concentratlng/lncreased anger/problems talking with 
family/ feeling Isolated/sleep disturbances, etc. While coyly avoiding that some of these 
symptoms are the direct result of disturbances of the limbic brain system, which chemicals are 
luiown to affect, their soda' work questionnaires are are an unadulterated attempt to sidestep 
ph/slcal damage and to sidetrack the vital statietlce of this national crisis. 

And isn't it interesting that the symptom questions on this "Persian Gulf Screening" social work 
service survey form avoid measurable symptoms of brain functioning, central nervous functioning, 
immunodeficiency, and vision impairments? The Registry author lists but (only) six exposures 
("I was in a smoksy area, but not enveloped", plus three similar questions, for example) which 
are all focused on the oil well fires, clearly a minor factor in the total exposure picture. 
While this registry was being designed, the petroleum industry had already undsrglrded it's 
position, oftquoting it's position that "The gulf fires have been redeemed of all fault in the 
csusee of any illness." 

And I especially love VA's March 1, 1993 "Persian Gulf Family Support Program Newsletter” where 
where Douglas Murphy, Ph.D. and Lee Rathbone-NcCuan, Ph.D., parade their recent etatlstics from 
their testing with the Multi-Problem Screening inventory: 73% above range on Aggression; 71% 
above range on personal stress; 67% above range for phobias. This and similar efforts are 
being employed currently at taxpayer expense nationwide at active duty installations to write 
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off this physical damage to Post Traumatic Stress Syndrome. They always have millions to spend 
on their statistical Franckenstein's, and none for environmental testing and treatmantl 
There is an elaawnt of comic in the Persian Gulf Registry <^de Sheet, the offspring of the 
Vietnam Agent Orange Registry, which VA itself labeled as medically unscientific. The Agent 
Orange registry, a minute late and a buck short, is the precursor to the Gulf War Registry. DoD 
has designed it to be medically useless, they have intended it scientifically baseless, they 
have public rendered it a public mockery of medical inquiry. These compilations will be amassed 
ut the r-usti** Automation Center providing "smoke and mirror" data for future use against Vats. 

To add to the medical charlatanism, the titling of "environmental physician" to physicians with 
no respectable training in the field is VA's popular charade, it's called musical chairs and 
when we were all little and played it, we had as much expertise in environmental medicine as 
VA's designates. A staffer of Senator DeConcini probed the qualifications of the VA physician 
of Marine, there, and found them groundless. The main claim of the "environmental physician" at 
Walter Reed Medical Center appears to be that he saw a two hour movie on the oil well fire 
analysis and told patient Sergeant Gregory Wolf that "he couldn't possibly be sick from the Gulf 
War", all the tisw that Sgt. wolf deamnatrated chemical hypersensitivity to petrochemioals and 
was never thoroughly questioned about his exact exposures. The Louisville VA "anviromaental 
physician", hungry for our materials on environmental medicine and testing, confided to the 
patient soldier they were the first he had seen on it. 

Who is it that is being duped by this charade? It is not the soldiers, nor the families of the 
soldiers— there is little question to them that the illness is real'. It is the American public 
that in being duped«— when told exposures are being registered, and soldiers' are being given 
quality SMdical workups, they are duped that the appropriate testing is bming conducted, testing 
mandated by the G.S. Congress and the will of the American people. They have been duped, for 
example, by VA Deputy Secretary Anthony J. Principi, who In his Sept. 16, 1992 statements before 
the Subcommittee on Rospitsls and Health Care of the House Coomittee on Veterans Affsirs, 
that, "We are treating Pereian Gulf veterans who are currently ill." How could VA treat this 
large group of afflicted service members if they self-admittedly do not even have a diagnoaia??? 

so while VA doctors play Ood with the health, the futures and the lives of Reserve and guard 
tuembers, the active duty soldiers are likewise victims of this msdical geetapo. Unable to break 
away for testing, or to risk their primary source of livelihood, and being younger and more 
easily intimidated, they are being forced to stay sick, because "showing you are ill can hurt 
ycur chances for extension of aulistment, promotion, and schooling". 

Not included in my report to the National Academy of Sciences Is the following special note to 
the Congress. Previous military authors have taken note that after the Vietnam war that the 

Army officer corps veered more towards a short term focus, towards self-aggrandizmnent, and 
self-interest in terms of their military career. This is evidenced by the lack of real 
communication of the officer corps with it's subordinates, by the lack of sensitivity to the 
rough edges of real soldier life, and by a lack of genuine empathy for, and with, those upon 
4hofD the unit mission and the organizational success depend. One soldier, Mathew Day of 
fpsilanti, Michigan refused to use fuel oil to burn a large quantity of lithium batteries 
labeled "do not burn" and was given an Article 15. It ia well that he refused, inaamuch ae he 
Ls environmentally ill from his accumulated toxics, excluding the lithium battery fumes. 

in large part, the U.S. military mirrora our civilian sector and the general social fabric of 
Vnerican society, where we are also witness to treatment of workers as if they were a commodity, 
tnetead of asking our workera how to enhance product quality, instead of inspiring them to take 
risks for innovation, we focus only on short term cost, and as a result, help drive the American 
lorkaT down a cheap labor spiral with poorer quality and uncompetitive value for the consumer. 

'ery truly yours. 


:ichard H. Haines 
lAJOR USAR 
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Julf War Toxic Exposures 

-requency of Exposures of Afflicted Soldiers 


Description 

Exposures 

Downwind from large petroieum plants 

! 6 

Sleeping bag in leaded exhaust to dry 

6 

Inhaled battery acidliimes 

. ... 7 

Herman Nelson heaters 

9 

Petroleum in ship desalinizatfon 

10 

In-vehicular heater w/leaded fuel 

11 

Quartered neartpxiclandfills 

. 13. 

Fuel-doused sand buckets as heaters 

13 

w Leadedifuel in stove 

. .14 

Around mysteriously dead livestock 

16 

from topside 

16 

Drove vehicles in/out of ship holds 

17 

Radiation from bombed tracked vehicles 

19 

Washed equip, w/filtered sewage water 

21 

Fogged with pesticides 

‘•V,'- 22 

Stood in vehicular exhaust to get warm 

24 

Burned hiiman waste with fuel oil 
Contact w/weapons cleaner (CLP) 

QiietsinarJ nilv//er\n^u ' 

’ . 42s /.' 28 

29 

30 

31 

wUaicfliley uiiy/auiJiijr vluillif ly 

Contact/inhalation of CARC paint 

Fuel in shower-water 

33 

Army tent stoves with leaded fuels 

36 

Fuel spills.&isprays 

42 

On ground soaked with fuel 

43 

Kerosene heaters with leaded fuels. 

. 46 


reported frequencies of toxic exposures as 
•eported by 80 afflicted Gulf veterans with an 
iverage of 6.8 exposures per victim 
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MATERIAL SAFETY DATA SHEET 


MWO OIL MQ «AS COmiMf 
MVISION or ATLANTtC tlCMTlIkO CSMFt 
"iMt lOVAN ST. 

• ’DALLAS. T|>At Tsaot 






OOT Hnn4otn M«l«rialt PtopM MwoOMtS N«>n« 
FtTIOLIUM COUOl OIL 




CXTACMCkT fUMUOLti OSHA/NFOA CLASS-U FUMUOLC LXOUIO. Kll» MAT FMM 
MAT. SFAMCS. MCI OFCN FLAM. MT CDHTTAIV TAX>e HT'MOO**! rxrSSC A*i. 
MT C«WSI IMITArim TO ITES. SKIN. AMO RfSFSMTOOT STSTIM! 

AVOSO kSOUSe. HSn. AMB VAFOA COKTACT. hash TMOKOUOHkT AFTID HAMH.2M. 
MAT le KAMMUL IF tNMALCO OK AOIOMIB TMMMCOI MIMfi 

' i^ZO BREATNIW VAFOm Qk MZStJ UU ONLY VITH AOtOUATC VENTtUTZON. 
lOBlIOaCM SULFlOe imsi. a FLAMMAaU^SMZTATZNa AM MSeiLY toxse «AS 
UV •! FACSENT. OOOD IS NOT M< ASeOUATf WAMZM6 OF FOTEMTIAL KAZAAOOUi 
CONCCNTAATIOMS XN AIM. VAFOAS OF LIQUZD FCNmUTZOM Of SkZN CAM 
CAUSE CCNTIIAL MCRVOUS STSTCM MFOESStON ANO/O* STSTttttC EFFECTS. 
HARMFUL OR FATAL IF SHALUWtOl GOHTAXtS FCTROLEUH OZSTlLLATCSt 

JF SHALLDMCO. DO MOT SMOUCE VfMtTZNO SINCE ASFtftATlOH IKTO THE LUMBS 
HXU. CAUSE GKCHZCAL FNCIMOMA. OOTAIN FKMMT MEOZCAL ArTCHTlM*. 

REEF OUT OF REAOt OF OtSLBRCNI 


III. 

Pira and Explosion 

FiMh FoMit •AaOiO# 

AF ’ 30* TO 00* F 

AmIMiMMfa TmufmaOma BAaOioM 

N/OA 
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ra-.st MSOS Wg !•: 

IV. Health Hazards 


riwfimarv a( (rt. noSE. ThBOit anO <.un 6 riBtT«f;CM r«o» m 2S 6«(. ro H2S CAS 



|«^ N3S OA$ CAH CAgii iTi il•(rArtON tCAOiMC re Lt6r«r sCMSirivirr . rcsrs om ^ 

edA<««t »(MU*e ■ATtBtAbS sueeiir rN4r cmoi ett is • SLiCMr cvi leeirANr. [j 


5k<, m2S «AS(UN sc AISOMeO THdOUQt TMf $K|N A«C BBOOUCt TOXIC |BB|ers| _ 

I Abi.'ptton O 



E 


rrotactive Equipment and Other: Centrol Measures 

AN ABBBOVeO $UBBctED-A|R BCSBItATOB OB SILF 'CONrAtNCD IBtArMINO ABBABATUS 

(scsAt m;st ee usee when vabqb coNccNroArtoM cicccot tmc (xbosurc limits 

SHOM IN SCCTtSN VI . 





Base 2 o> 
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X. Phydeal and Chemical Data 


Pbhk 

4P OS’ TO rOOO’f ' 

IViacoailT Uh’Ia. Tomp. BdolNotf 

1n/DA 

[ Ory Poini 

1 N/BB 

frpRfinf Poant 

' ’ppor PrAiaiiTR 



N/OA 

IflEIO'PSIA AT tOO'fl AP t 

> B TO 9 B 


S»M>fk CrpTitT M,Ob 1 At XU'n 
At O.Tf TO O.BB 


Sdlwbililv in WatRf 
MEOLlBlBLC 

p« 

N/OA 

HaiatBoma PBlrmeraxation 

NOT IXPCCTEO TO OeCJB 

OthRT CNamtcAl ll«A<tHrllv 

H/P 

Stabllitv 

STABLE 


Oth*< Mtrttcai viitCS vttH souiCC Qf CffueC. 

wU CtMmtaal ^r6p«ffi«( 


000* TMIE&>«LD O.t TO 0.9 Mh. THICK. 0**K TCtLOW 
and Odof TO BBQ«n OB MCtNISM^OUACK. BCTMOLCUM OOOB. 


H(ar. IBdBKt. «NO OPEN »LaHE 

Cond><*«na 
to *««<d 


Malaraala 
te A««id 

STBONG OXtOANTS. lIkC LI OU 10 ChlORI NE . CONCCN- 

TBaTEO OxreCN. SODIUM OR CALCIU* 
htBOCHLORITE. 


HAxirdowa 

OecompOAition 

PrpdwcU 

BURMINS OR EXCESSIVE HEATING MAT RESULT IN 

EKISSIM Of TOXIC fUMES (I.I.. CO. S02. SOOt. 


XI. 


.■ SR suppoviwr 
' BeaitOEIMG ON PAGE f - 

KEEP 

CONTAINER TtCMTLV CLOSED. 



KCEB twai reoH hec* OPEN tl«kE. OB OTHEB SOUBCCS QT ICNITION 
Handling. ho SKOKINS OB OBEH 'l16hT|nC . 

Storage DO NOT m{x ob stobe h|Tm stbonc OxIOinTS. 

and BBOBEB BESBtBarOBT EQUtBHENT SHOULD If USED WHENEVES opening CONTAINEBS 

Oaconia' OwE TO PBOSailLlTT Of HT0B06EN SULflOE CAS OElMO BELfaSEO. 

Bieaadurei 


/■tav CONTAIN BENZENE. WHICH IS ASSOCllTEO WITH ANEMIAS ANO LEUMEMta IN 
HUNANS. AKS POLTNUCLEAB ABOMA CONPCUfCS (PaU'S) WHICH HAVE BEEN SHOWN TO 
PBODUCE SKIN TUMOBS ON LABOlATOBT ANIMALS AfTEB PBOLONOCO ANO tCPEATEO SKIN 
GeMfAl CONTACT. THE USK O' BENZENE OB PNA'INDUCfO CANCEB flOM SHOBT>TCBM CONTACT 

CornmeMa KITH THIS MATEBIAL ts t«T KNOWN. BUT BCLIIVCO TO BE MINIMAL. AVOID PBOlONGEO 
ANO BEPEATED CONTACT. CBUOE OIL PBOOUCEO BOVEBSE IffCCTS IN MALLaBO DUCK 
ECCS BUT THE BELEVANCf Of THIS flNOINC fOB human HEALTH EffECTS IS UNKNOWN. 
PEBSONNEL WITH PBE-EBtSTINC CENTIAL NCBVOUS STSTEM OISCASE. SKIN OISOBOEB 
CMBONIC BESPIBATOBT OISEASCS. OB IMPAIBEO LlVEB OB KlONET fUNCTION SMOULO 
AVOIO EXPOSUBES TO THIS MATEBIAlI 

THIS MaTEBIAL is a mix Of NANT SUBSTANCES. OSHA STANOAlOS AW AC6IH TLV 
CUIDfLiNES SHQULO BE CONSULTED fOfl OTHIB SPCCIftC CHEMICAL OCeuPAflOMAL 
EXPOSuaC LIMITS. SOME INfOtMATION PtESENTCO ANO CONCLUSIONS OBAVN MflEIN 
ACC fBOM SOURCES OTmCB Than OUECT TEST OATA ON THE MIXTURE tTSILf. 


EO a EouM AP • ApprSatmalaiT N/P • No AppiiCJOtt in'O'mjt.on fcwne 

• - • ^* 0 l• * - - QualifiCJtiOftS: lT • Laii Tkaa iPt • unaBHfi HiAP • t«oi ABBi.eAe<e 

QT » ^eaiy Thn Tt> a Trac B NrQA • No Pan A» 0 UB« 

OleelaWner of LiaOilitv 

TWa H mil WSOS naa a*Ta.M« Hex aewrai iMMan ee Waiaeve hi fa«aPie. MOWtVEB. TMC INfOBMATION IBPBOVtOED 

WITMOVT AMT WTABBANTT, EXPRESS OR IL^IEB. REOAROiNO ITS CORRfCTMESS. 


aOR THIS ARB OTHER REASONS «T QO MT ASSU^ RC^ONSiBIUn'ANe EAPRfSSLT OISCL AIRa UABIUTT fOR LOSS. PAH ACE OR 

lAPCRSf ARISINC OUT Of OR IN AMT NaT CONNECHB WITH THE KANOUMO. StORAOE. USE OR OafPOSAL Of THE PROOUCT. 
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iMOUSTkV |I*|I|CNCI ml |»««N TMtT TWtl MTItUk M* COMtAfM t*MLL AWUNtt 0^ UDOM. • NtTUtAkL* 

e$ev«(N 6 kAoifiierivc mi. ano iti »«iTicuk*Tf oic*« ••ooucri. mhi o» vhum m* k iintMto in 
•• octsi leui^HrMT. cAMi tapurtCN Atovt iacvciqund hvili. ««ince ihoit MAkf'i.ivc buav 
?''> 9 wcTi. mt II ftcrtCTto (irctMAbkT »t rmr tfluf»«CHr iwatNi oauatiomi lur wui oici* fs iacb* 
«aouNo itviki «itm}n a »awti A«Ttk cciiatiow or («uiA«CMt imittini iahma •aoiatiom t»«wks ii 

»«fSU«IP TO 11 INTItNAklT CONTAalMATtO «|Tm tM| kONeil'kl'l OICA* MCOUCTl THAT CHIT Ak»Mt tAOU* 

r:8N. WHICH MV II A HASAIO If HMVlP. 

ir »Oua AIIIIIHCNT INPtCATIS TNI MIIINCI pr PAHMA ■•OIATIPN. CMvOVf| IfVPIUlC POTCPaUk iMpUkO PI 
HINIMIKP |V LlMtTlM! ACCCSI MAt THAT COUIMCNT MfOA VO MINTCHANCI ON THOSt COUfANINT {NTIANAI.S. 
SVQA rvow AND ALLOW '#MA«MOUR OILAV ABlPt TO 0AINIH6. NAINTCMNCI RflSDf«(L IHOULO VCAI AA**0»RltTt 
AAPVCCTIVI IPUlAMCMT TO ARCVCNT t«|N CONritfTNATION PA IAMALATTOM pV AhV ItSIOUl CONTAININC 
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use «900 RIRIONAL HveUMf RRACTICKI WASH HANDS iCrpRI lATINQ. ORINMTNO. IMOKlNC. OR UK O' Vo{(.rT 
VACILITICS. VARC a SHOWCR AATIR work UtlMC SOAR AND WATfR. IN CAll PA SKIN CONTACT. WAJH WITH 
ALCWr* pA SOAR Af« WATIR. AVOIP UK Ot SOlWiNTS IfiASPL.’NC. NCRDSfNI. ITC. I AND MARSH ARRASIVC iKiH 
ClIanCRI DIL'SOARCO ClOTMINC IHOULP If RROHRUt RINPVfO A«« LAIMOMtO IfrORC IfuSC PISCARO 
CpHTANINATfS LlATHlR 1001$ AND OLOVtl. ||NCI CRUOt OIL IS A M|A pA RANr SUISVANCIS. OSHA STAMOaSDS 
ANC ACCIM Tlv OUlOlLiNCS IHOUkO RC CSNSULTID ADR PTHIR SRfCIAIC CHfRlCAL OCCJRATIOnal fIRCIURC 
LINITS. 

sexf OR THE INRORMATtON RRCSENTtO AND CONCLUSIONS PRAWN mERUm AR| AtpM SOURCES OTHER THAN OIRfCT 
TEST PATA ON TNf MIXTURE ITSELA 


SuORL 10 M&: CEOOOOOOOPT 


Swpci Oacc o»/ai/«T 


PAgv $ 






202 





203 


P.O. Box 3624 
Dorvood, HD 20B9S 
(301) 946-1116 
April 4, 1991 ■ 


Oenerol 11. Norman Schwarrkopf 
U.S. Central Command 
APO New York 09652 

Dear General Schwarzkopf: 

Nothing about the war In the Gulf impressed me as much as the 
statement you made to David Frost that you grieve for every one of the . 
servicemen who gave their lives t The feeling with which you said this 
made the sincerity of your statement ring true* I am writing to you 
because, much as I grieve. for those who have fallen In battle, I grieve 
more for those who are overseas inhaling the smoke and pollution from 
the burning oil wells. Because of oiy personal experience of several 
years of disability ns a result of pollution, .1 have some idea of the 
problems they will face from exposure to these toxins. 

Over the years I have learned of hundreds of thousands of persons 
like myself who have become disabled in varying degrees as a result of 
wAfOsure -to pollution similar to that which our servicemen now face. I 
have written aix books about environmental illnesses snd have been a 
consultant to hospitals and physicians in many countries. 

More than ten years ago, when consulted by a department head at 
EFA about some of the staff who were becoming ill, I predicted that if 
there were no changes to improve the sir quality there would be an 
epidemic of sick people in the £Pa headquarters at the Waterside. Mall. 
Unfortunately, my warning went unheeded and so many people are now sick 
and unable to work in that building, a situation which has had exten- 
sive media coverage. A similar situation occurred when I learned about 
the Vietnam soldiers who were only able to eat exotic foods like wild 
game. My doctor and I realized that they were having* difficulty with 
their food because their immune system had been damaged by toxins. 
Although we contacted Walter Reed Hospital, here again no one paid 
attention and many of these Vietnam veterans are now very sick. 

Taking care of the problem our servicemen face will be costly. 
However, if this problem Is neglected it will be much more costly Co 
the heslth of our servicemen and eventually to our government which 
will have to take care of disabled vetetans. I would Like to recommend 
Chat two things be done immediately. First, use the physicians, 
scientists and others like myself to tell from the medical records 
vhlch servicemen shquld be removed immediately from Che areas of high 
pollution. These will be persons with any kind of allergy or immune 
system irrcgu lorlcics . Second, those who must remain should do so on a 
rotational basis. They should spend no more Chan three weeks stationed 
in this polluted environment, followed by a period of time in a pure 
environment or detox center. 



General 11. Nornan Sehwartzkopl 
April 1991 
Page 2 


A further step vould be to have doctors skilled In clinical 
ecology consult with the physicians stationed over there to assist then 
In dealing with these problens and avoiding pitfalls. These doctors 
could also consult with physicians at Valter Reed and veterans 
hospitals on ways of taking care of these people before they are 
beyond help. 

I would consider It s privilege to be able to serve my country by 
leading you to doctors and scientists who can give you the necessary 
scientific data to help you cope with this preblea before it becomes a 
disaster. You can write to me or, because time is so important, you 
can call me at 301-948-1116. 

Yours sincerely, 

Matalie Golos 

cc: President George Bush 
Senator George Mitchell 
Congressman Thomas Foley 
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UNITED STATES CENTRAL COMMAND ^ 

RIYADH, SAUDI ARABIA 
APO NEW YORK Mt52-0006 

April 16, 1991 

Ms Natalie Golos 
P.O. Box 5624 
Derwood, MD 20855 

Dear Ms Golos: 

1 nave been asked to respond to your letter of 4 April 1991 on 
behalf of General Schwarzkopf. Thank you for your concern about 
the health of our soldiers and be assured that we share your 
concern about the health effects of the Kuwait Oil Fires just as we 
are concerned about any threat to the well-being of those stationed 
here. 

The specific health' risks of this unprecedented environmental 
disaster are being evaluated through an international effort. By 
the tine this letter reaches you these very questions will be under 
consideration by the World Meteorological Organization in Geneva. 
We are happy to report that tests conducted to date by the United 
States Army, the Saudi Arabian Meteorological Environmental 
Protection Administration, the Kuwait Environmental Protection 
Department, and a U.S. Air Assessment Team have shown certain toxic 
gases (hydrogen sulfide, sulfur dioxide, nitric oxides) to be 
within the U.S. Ambient Air Standard. This is not to say there is 
no risk, just that there is a modicum of good news in an otherwise 
disastrous situation. The U.S. Air Assessment Team is composed of 
representatives from the Environmental Protection Agency, the 
Centers for Disease Control, and the National Oceanic and 
Atmospheric Administration and they are continuing their 
assessment. 

The best course of action would be to extinguish the fires. 

However, the scope of this disaster precludes the rapid 
accomplishment of this goal. The next best action would be to get 
our people c./t of the area. This is being done as rapidly as 

possible. Xn addition to these '*best actions" a continuous 

evaluation of the air, land, and sea pollution is being 

accomplished on an international basis. We are doing everything 
possible to protect, evaluate, and treat our soldiers. Thanks 
again for your interest and concern. 



CCSG 



Incerely; 



James Dr-Bales, Jr.,\^M.\D. 
COL MC USA 
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Subj: Persian Gulf Veteran information (I55996T4) 21 Sep 92 08:oi 33 Lines 

From: HOWARD, NANCY (Med. Care Cost Recovery) in 'IN' basket. Page 1 **NEW** 


The following instructions should be followed concerning any 
billiing aspects for Persian Gulf veterans. This announcement was 
read on the Director's Conference Call on Friday, Sept 18. 

'♦F acilities were previoouslv advised to examine and treat , if medicall y 
npcessarv, any Persian uruii veteran who presents at a Biedi<^l 
facility with symptoms possibly resuLt iny from expo sure t o 

rnnmental or chemical con taminates. Also, you were instructed to 
defer ^y billing for treatment provided pending the expected passage o f 
V A proposed legislation which would autorize those action^ . ’ 

-g VA w as notified bv..oMB that they would ryt allow that proposed 
• ie^slat.'on to go forward . As a result, the Deputy Se^etary agreed to the 
following: 

VA is exploring amending existing regulations and other avenues 
which will permit VA to treat veterans who served in the Persian 
Gulf area and have symptoms possibly related to their exposure. 

However, these veterans will be required to apply for a service- 
Px-ess RETURN to continue or to exit: 


Alt-Z FOR HELP’ VT102 ^ * FDX * 4800 N81 ’ LOG CLOSED * PRINT OFF ’ OFF-LIN 


Subj: Persian Gulf Veteran Information [15599614] Page 2 


connected disability. If that service-connected disability is 

not granted, VA Must then bill these veterans for the services they 

received. 

VA WILL bill insurance companies for tretment for insured veterans as 
appropriate and also bill Persian Gulf veterans for prescription 
copayments as appropriate. 

Until VA regulations are published, you should continue to defer 
billing (means test cat C) (EXCEPT FOR 3RD PARTY INSURANCE AND 
PRF.SCRIPTIOH COPAYMENT) until the veteran's claim for service- 
coDiect'cn has been adjudicated or it is determined that the 
veteran has failed to file a claim. 

The legislation which will authorize VA to establish a Persian Gulf 
Registry and conduct A Persian Gulf examination is still 
expected to be passed *^nd is a separate issue from the above. 

If you have any questions, please call me at FTS 202-535-7387 
or sned me an e-mail. He will keep you all informed of changes 
as they occur. * 


select MESSAGE Action: IGNORE (in IN basket)/ 

Alt-Z FOR HELP’ VT102 * FDX * 4800 N81 ’ LOG CLOSED ’ PRINT OFF ’ OFF-LI 
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OEPAirrMENT OF VETERANS AFFAIRS 
Regional Office 
1400 North Valley Mills Orhra 
WacoTX 76709 


OCT 1 4 

Director, C6P Service (2110 
VA Central Office 
810 Vermont Avenue, N. W. 
Washington, D, C. 20420 

SUBJ: Advisory Opinion 


In ftaply To: 

349/21 

C 462-35-2123 
ZUSPANN, Gary A. 


1. The accompanying claims file contains claims for service-connected 
disability benefits for multiple issues which allegedly arose as a result of 
the veteran's Persian Gulf experiences. The issues in question include 
multiple chemical sensitivity syndrome, a spinal cord condition, depression, 
bronchial asthma, residuals of germ warfare, and parasitic diseases. 

2, I am submitting the case for an Advisory Opinion in accordance with the 
provisions of K21-1, Part IV, Paragraph 7.04, because of the precedent*-setting 
natu re of ^he Issues at hand. The Adjudication Officer's analysis of the ~ 

"facts, as well as h*s conclusions, are shown below. 


3. BACKGROUND IHPORMATION 


The veteran served on active duty with the United States Navy from September 8, 
1988, to August 26, 1991. He filed an original claim for benefits with the VA 
Regional Office, Waco, Texas, ^ June 26, 1992. The veteran waa recalled to 
active duty on July 17, 1992, for medical evaluation and treatment at the 
Walter Reed Army Medical Center. He was discharged from the second period of 
service on August 19, 1992. 

4. FACTS 

A. We considered the following evidence when we reviewed the claims folder: 

(1) Service medical records for period of treatxtent from May 18, 1968, 
to July 20, 1991. 

(2) Report from Walter Reed Army Medical Center for period from 
July 16, 1992, to August 19, 1992. 

(3) Treatment records from VAOPC, Fort Worth, for period from Hay 20, 
1992, to June 12, 1992. 

(4) Report from Dr. stacks dated June 22, 1992. 

(SI Reports from Dr. Gleason dated May 28, 1992, and June 8, 1992. 

(6) Hospital report from June 20, 1992, to June 26, 1992, from Zale 
LLpshy University Hospital. 
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TEXAS VETERANS COMMISSION 
1400 N. VALLEY MUXS DRIVE 
WACO, TEXAS 76799 
(817) 757-6886 


mmSaZyrn 



March 26, 1993 


Dear Nr. Zuspann: 

As I related to your wife on the phone, I contacted Mr. Jay Butala on the night 
in question. He inforoed me that the Waco Hospital had no facilities to treat 
you and neither would they authorize payment for medical care outside the DVA 
system at DVA expense. 

If you need further information, please advise. 


Sincerely yoMxjU 

RICHMAN 

^eterans Counselor 
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r. MULTt^LC CNENICAL tCNSfTIVirtCS CAW NOT t£ CNOORSEO A$ A OZSSAtf ENTITY. OUNINE THE VETS^*^: 

SEr.VICe HE WAS EXPOSED TO VAEtOUS CHEMICALS IN THE COURSE OF HIS HtLlTARY DUTIES. INCLUDIM 

EXPOSURE TO SMOKE FROM OIL FIRES IN OERSIAM MUt DURINE OFERATION DESERT SHIELD STORM. ALSO.<r 

HE SHOVttED VOLCANIC A'' OURINS A STOROVER IN THE PHILIPRIMES. ON SEVERAL OCCASIONS HE HAS ^ 

SEN FOR RESPIRATORY PROOLSKS AND NtAOACHtS, A OIASNOSIS OF ASTHKAftC UONCHITIS HAS NOTED IN 
$.92. TREATNENT AT VANC RESULTED IN A DX OF ASTHMA, NEDICAL RECORDS INDICATE PR0L0N6ED 
HOSPITALIZATION FOR TREATNENT OF HIS RESPINATORY PROSLENS AND OTHER PHYSICAL CONPUINTS. 

NANY RELATEO TO FEANS AOOUT HIS SULF HAN tSNVICE. A DX OF HAJON MPRESSIVE EPISODE HAS NADS 
ANO PROZAC HAS PRESCRtOEO. 10*00 EVALUATID FOR CHORNIC SINUStTIO, UPPER NEIPIRATONV 
INFECriON NOTED 5-00. VET HAS PREVXOUSLT STATED HE LAST VORKEO 0-10-9Z AS AM ASSISTANT 
NANASES AT A FAST FOOD ISTAOLISHMCMT. COMPLETED TVO YfAM OF COLUOt. DN RICCNT 21*0940 VET 
STATES HE UST VORKED 5-92. NO OAT OfVEN. 

0. Sofvic* eoiMOCtlon for urinary tract InYactlon 1« not astaOltshcO •• thara it no cvldanca 
of a cHranlc urinary condition In aorvlet. Conoonitol bicuspid oortic volvt 1> o congonitsl 
condition ontf tfto roeerds do not sHewn corvleo oogravatlon. TTiaro Is no ovidonct of any 
rsslduais of gtra uarforo or parasitic dliaaaa. Nultlpla ehaalcal aoniit1«1t1as In tha 
sbaanco of oroonic ditooso la net o rotoblo entity. Sinus Infaetlana, olid sra OX. 

Contidoratlon of oarvlcu cennoetfen for C5*r ayrinx Is daforrod for oddltlanal dovala p o an t 
uhleh has baan roquoatad. UnoaploysbllUy uui ba ostabUshod 0-11*92, data foUeuing data 
last werfcad par vatorans original atotauant. panding furthar clarification. Prior 
antftlaoont to PY-NOC will not ba contfnuad as c oa p a w aatlon Is tha grostor banoflt. 
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MILITARY FAMILIES SUPPORT NETWORK, INC. 
PO Box 2047 
Buies Creek, NC 27506 
(919) 892-9315 


STATEMENT BY 
MICHAEL R ANGE 
LEGISLATIVE LIASON 


BEFORE THE 

SUBCOMMITTEE ON OVERSIGHT AND INVETIGATIONS 
COMMITTE ON VETERANS' AFFAIRS 
HOUSE OF REPRESENTATIVES 
FIRST SESSION, 103rd CONGRESS 


STATEMENT ON HEALTH CARE PROBLEMS AFFECTING 
PERSIAN GULF VETERANS AND THEIR FAMILIES 


09 JUNE 1993 


Serving our troops while working for peace 
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Mr. Chairman and Members of the Subcommittee, I am Michael R. Ange, a 
disabled Persian Gulf Veteran and the Legislative Liaison for the Military Families Support 
Network, Inc. We are a national non-profit organization with a membership consisting of 
veterans and their family members. Over the past two years, our organization has worked 
in close cooperation with other support groups and veterans organizations in an attempt to 
answer the many medical questions which plaque Persian Gulf Veterans. In that period 
we have dedicated our efforts to the gathering of information, interviewing and compiling 
data from veterans and examining the handlitig (by the Department of Defense and the 
Veterans Administration) of several specific cases Uke that of Gary Zuspann and Michael 
Adcock, now deceased. 

The Military Families Support Network, Inc., has asked me to address the 
overwhelming evidence indicating that the most sever illness facing Gulf War and other 
veterans today is an imemal afOiction. An afiSiction that has debilitated our VA system 
and rendered it unable to meet its obligation to the veteran. 

Both the Congressional and Executive Branches of Government have made 
obvious attempts to ensure that the medical needs of veterans are met and that support is 
available to insure a reasonable standard of living for the disabled veteran or active duty 
person. These attempts are apparent in various administrative codes, laws and regulations 
that seek to govern the actions of the Veterans Administration. Unfortunately, these 
various regulatory acts have not resulted in the provinon of timely, accurate and efiBcient 
health care for veterans and they have not deterred the loss of homes, businesses and 
assets due to service connected disabilities. They have even failed to keep the disabled 
veteran out of homeless shelters and off the streets. This Subcommittee has already heard 
and/or will hear numerous accounts and numbers today which will verify this statement of 
fact. Literally thousands of patriotic veterans who honorably served their country have 
now been abandoned by their Veterans Administration, but hopefully, this hearing is 
evidence that they have not been abandoned by their government. 

Numerous veterans, civilians and media sources have asked what one thing could 
be done to make the system work effectively. In order to answer that question it was 
necessary to examine what has occurred within the system and how various cases have 
been handled. Our case studies begin with the handling of the service person, his records, 
and medical care while on active duty. 

During Desert Shield/Storm, hundreds of thousands of service personnel were 
exposed to a multitude of known hazards including the threat of combat. The threat of 
parasitic diseases, field sanitation conditions and hostile aaivities are known and accepted 
by the service person daily. However, the service member is not likely to be equipped to 
protect his/her health from the unknown &ctors in the Gulf region. These fiictors 
potentially included: what has been termed, by Major General Ronald Blanck, as 
investigational dnigs (see Attachment 1); exposure to hazardous levels of radiation present 
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in the depleted uranium of rounds and armor plating (RE; Uranium Battle FieldsJiome 
and Abroad: Depleted Uranium Use bv the U S. Pepaitment of Defense) ; and finally the 
dissemination of blatant minnformation by the command structure. 

A significant number of the military personnel serving in Desert Shield/Storm were 
ordered to take dosages of drugs which were not identified and not recorded in the 
soldier's service record. The effects of these drugs were not disclosed to the service 
persons involved. It has been reported in the press and through other sources, that these 
drugs were given to service members on a voluntary basis only. In my unit and in 
mimerous other units, the service menfi)ers, which we have interviewed, do not recall 
being given an option to refuse these medications. If these drugs were voluntary, not 
experimental (as Major General Blanck claims) and safe for use, why did the military fiiil 
to document their administration. The medical personnel administering my inoculations 
absolutely refused to record it in any form on any record. (Please note that copies of my 
medical records are available for verification upon request.) 

The use of depleted uranium in the production of ammunition and armor plating 
for weapons systems used in the Gulf is well documented. This substance is proclaimed to 
be safe by military sources. (See Attachment 2) In the March 29 - April 4, 1993, edition 
of the Stars tS: Stripes newspaper, the military's information is disputed. (See Attachment 
3) The. article reports that exposure to one armor-piercing round for one hour is 
equivalent to receiving 50 chest x-rays. In addition, US. Army Technical Bulletin (TB9- 
1300-278, parts 1 & 2) Guideline for Safe Handling of Munitions or Armor Containing 
Depleted Uranium clearly identifies depleted uranium as a hazardous material requiring 
special handling in order to safeguard personnel. 

None of these publications identify the added risk to health which is known to 
occur fi'om ingestion or inhaling the dust, particles and residues from the use of these 
munitions. These risks are identified in Urmiium Battlefields at Home and Abroad: 
Depleted Uranium Use bv the U S. Department of Defense It is interesting to note that 
the levels of uranium exposure which the military has quoted as safe are taken from 19S8 
test results. These tests are significantly outdated and up to date data is readily available 
but has not been used by the military in publicly stating safe levels of radiation exposure. 
Many scientific experts believe the conditions in the Gulf exceeded this safe level many 
times. 


The level of misinformation purposely disseminated by the command structure is 
demonstrated at several levels and in several resources including some of those previously 
noted. The most blatant example of misinformation is demonstrated by the attached 
memorandum regarding Ldshtmuiiasis Disease. (See Attachement 4) This is the memo I 
was given through offidal channels by my command. It states that Leishmaniasis is a 
harmless, non-contagious disease which tlM normal healthy body will handle on its own. 
The U.S. CENTCOM Guide for Diagnosis and Treatment of Diseases of Tactical 
Importance, pages 31-36, states that this disease can be final if not treated, is sexually 
transmitted and transmittable fi'om mother to fetus. Numerous other focts in this memo 
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are also demonstrated to be false by the manual, including the cl^ that no test currently 
exist for the diagnosis of tins disease. We have documented numerous cases of 
"mysterious illnesses” affecting the spouses and newborn children of Persian Gulf 
Veterans. If we have spread or risk spreading a potentially fetal and definitely contagious 
disease to the population, it appears as though the focus should be on prevention of 
proliferation rather than prevention of responsibility for care and disability. How can we 
morally justify the creation of new epidemics which will adversely afifect the public health. 
Clearly, current poUcy makes this possible, if not likely, to occur. 

This pattern of misinformation has continued to plague the veteran even after 
release from active duty. Many of the illnesses which plague the Persian Gulf Veteran are 
distinctly identified in the various regulations. In addition, a lack of diagnosis caimot 
justify the denial of medical care for the veteran. Both the Public Law and common 
human decency require that this policy end. In spite of these clearly identifiable facts, 
veterans are being denied care on a daily basis. It is even documented that veterans who 
are rated with 100% service connected disabilities are being denied medical care. (Refer 
to case of Gary Zuspann for an example.) There is no legal defense for the gross 
mistreatment and neglect of Persian Gulf Veterans. The only excuse available is a claimed 
lack of knowledge regarding the origins of these illnesses. Given the common conditions 
of service, determining the origin of these illnesses seems to be a matter of common sense. 
It is interesting to note that when a number of people in New Mexico became deathly ill 
with an "unknown, mystery illness", the Centers for Disease Control did not begin then- 
search for cause in some other location like The Middle East. 

The Veterans Administration has now appointed a Blue Ribbon Panel to undertake 
a study of medical problems afflicting Persian Gulf Veterans. This panel plans to 
undertake a study of several months (or years) in an attempt to provide medical care for 
the veteran. Although definitive, scientific diagnosis are important, our veterans caimot 
afford continued delay. Untold numbers of Persian Gulf Veterans have already died 
"mysteriously" from these illnesses. Countless others have lost jobs, homes and their 
quality of life. How many vets must lose their dignity before we begin as a nation to meet 
our base responsibility. The people of Kuwait rec«ved a response within several days of 
Iraq's invasion. Peihaps the members of the panel can explain why Kuwaiti citizens 
deserve more immediate assistance from our government than our military veterans do. 

An examination of the Veterans Administration policy as reflected in a 
memorandum fiom the Veterans Ailministnition's Director, (see Attachment S) 
demonstrates that the policy is budget orimted, not veteran oriented. It is too late for 
concerns of a budgetary nature in this issue. As a nation, we must realize that the costs 
associated with war continue long after the last strategic bomb has feOen. The U.S. House 
and Senate approved the expendhure of these funds wdien they approved our Nation's 
comnutment to nulhaiy force in the r^on. If the administration Med to fully advise 
America of the true cost of this conflict then it is time to set the record straight Budget 
concerns cannot be allowed to continue to control these policies and even allow the 
federal laws, regulations and administrative codes to be subverted and circumvented. 
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These legal codes already make the necessary provisions for guaranteed immediate 
medical care for the veteran. In short, our system is not broken, but the people running it 
are failing to follow the regulations set forth by our own Legislative and Executive 
Branches of Government, this is the true origin of our illness. 

As we see it, the problem facing the Veteran's Administration and the Veteran's 
Affairs Committees are two fold. First, we must insure that the appropriate policies, laws 
and regulations are followed by staff members of the Veterans Administration. The only 
way this can be insured is to pass regulations holding VA staff members personally 
accountable for their actions. As long as any group within our government acts above the 
law, the law will continue to be a mere inconvenience and not a policy to be respected and 
followed. This body, as a part of our legislative branch of government, has made great 
strides towards insuring the welfare of our nations veterans. It is time to take this policy 
one step further and act upon the obvious intent of current regulations by implementing a 
policy of accountability. The legislature has expended great energy and resources to 
protect the rights and interests of our veterans, let's hold those who disregard this effort 
responsible. 

The second problem is to restore the veteran's trust in our Veteran's 
Administration. Not one member of the Blue Ribbon Panel studying Persian Gulf 
problems is a Persian Gulf Veteran. We feel that as a minimum equal representation is 
necessary! Therefore, we have co-sponsored a letter requesting seats for Persian Gulf 
Veterans on this panel. That letter has been sent to Secretary Brown, but as of this date, 
we have received no response. Surely, as veterans, we are at least entitled to an official 
response. I am quite certain that our sacrifice and service have earned it. We are once 
^ain requesting equal representation on this panel and we are asking for assistance from 
this Subcommittee in achieving this objective. We are anxious to see if you will respond. 

We hope to work together with this Subcommittee and any other governmental 
agency to resolve this crisis focing Persian Gulf Veterans and to restore our faith as 
veterans in the Veterans Administration. In the words of President Lincoln our Veterans 
Administration should: "Foster and perpetuate this nation's tradition of service to our sick 
and disabled comrades and thdr widows and orphans." We must all strive to insure this 
noble intent does not continue to be perverted and distorted for any reason. 

Thank you and I look forward to answering your questions. 
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larger than that used in the desert. It was considered 
investigational because of the low dose and its use as a pre- 
treatr.ent for nerve gas. In the many years they have been used, 
there are no reports in the civilian medical community of long 
term effects from any of these vaccines or medications. We have 
also been unable to document any long term side effects. 

* The military also responded quickly to other ecological 
threats to personal health [An overview of the specific clinical 
and ecological areas of concern is covered in a September 4, 1992 
Information Paper entitled "Post Desert Storm Medical Issues" 
which Is provided as Attachment 3 } . A series of studies 
concerning both soil and atmospheric contemlnatlon from the 
Kuwait oil well spills and fires were initiated [An Executive 
Summary of the ambient air sampling work performed by a team from 
the U.S. Army Environmental Hygiene Agency is at Attachment 4]. 

We performed extensive clinical measurements on personnel in a 
large unit before, during, and after their exposure to oil well 
fires in Kuwait. [A Technical Summary of the scope and 
metRbdology of the Biological Surveillance Initiative is at 
Attachment 5. The clinical testing of this unit occurred during 
the period 1 June 1991 and 14 October 1991]. On August 20, 1992, 
the Army convened an expert civilian panel to assess the 
potential for chronic petrochemical toxicity [A consensus 
statement of this panel is at Attachment 6] . We have looked at 
possible pesticide and microwave exposure. Finally, the military 
has worked closely with the Department of Veterans Affairs to 


* ATTACiMENT 1 
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DEPARTMENT OF THE ARMY 


HCAOQUAimM. U«. ANMY AMOMCMr. MUNmONS AND OC MI CAL COMMAMO 
nOCK KLAf*. «XMO« eizM^ooo 




AMSMC-SrS (385-llB) 


t < u/y w 


MEH08AHDUM FOR CoBBander, U.S. Aray Training and Doctrine 
CoBBand, ATTN: ATOS, Fort Monroe, 

VA 236$t'5000 

SUBJBOT: oeplatad UtanluB (OU) Contaalnatlon 


1. The subject of OV has received quite a bit of media attention 
as a result of Operation Desert Stora. Much of this attention 
has been devoted to painting a much exaggerated picture of ou as 
a radiation hazard. A sample of this publicity Is enclosed 
(end 1). The results of this portrayal has been to needlessly 
burden soldiers and airmen who handle DU containing aaaunitlon 
with undue concerns for their safety. 

2. Hhlle It Is true that DU presents a possible hazard, this 
steBs froB the fact that It Is a heavy metal that can be toxic If 
Ingested or Inhaled. The OU becones a hazard only when burned 
either by fire or with the heat of Impact In a target area. The 
inherent radioactive properties of this substance are. In fact, 
negligible under noroal use and storage. 

3. He are suggesting that soae basic Information on DU and the 
safety Issues surrounding Its proper use and storage be included 
In the training of Infantry and arnor soldiers and officers. In 
an attempt to Initiate this effort, we are enclosing some basic 
facts about DU for your consideration and staffing with the 
various U.S. Army Training and Doctrine Command schools {end 2). 
our office would be available to assist course developers 
concerned In preparing this instruction If desired. 

4. The FOC Is Mr. Jeffrey Kavenner, amshc-sfs, dsn 393-29S9. 

FOR TH8 COHHANDBR: 


2 Ends 
as 



DAVID P. SKOGMAN 

ch, systeBS, chemical, a Radiation Dlv 


ATiaCaiERT 2 
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lltltFlNC FOR SOUtlCM RKTURNBD FKm SWA 
lElSHHAWIASIS DISEASE (UAh** Mh-nl* ah-it*) 


Mew(p«peT* rtport t n*v torn of dl«»a»* that nay bi so nlld you art 
not aware of having been infected. 

The ocgantena may autvlva in your blood tor eoiae tine, and eould ba 
tranenlttod by tranef union. So not donate blood until you era given 
releaae to do ao by further tooting. You cannot paea It to your faailly or 
frlanda by phyaleal eontaet > It le not eontegloue. It la not dangoroua 
to your health, and a norewl healthy body will control the Infection 
without nadleel traatnent. 

Th^ore la no acreonlng teat for thle dleeaae available now. but one la 
being dgyaloped. Do not aak to be aeiaanad for It. 

You ahould continue to obtain your nomal health care Iron your 
private phyalclan at your own axpaoea. So not nabe a ipaolal vlelt about 
thle dleeaae. 

If you do experience an lllnaea Chat your doctor cannot find a uaual 
cause for other then the poeelblllty of Lelehnenleelei iaiBedletely contact 

^?“^. ■"“ *!!!***"**^^^** spbBMlii . Talaphonei 

(?0*) 754-1878/1876 Your doctor will need to furnish written 
documentation of sane. Your unit repreeantatlve will provide this 
Information through command channale for final reylew and tnetnietlone 
from the National Guard Buratu'e Surgeon Office. 


Enclosure-1 


ATTACHMSHT 4 
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Subj: Persian Gulf Veteran Infomation [<S599614] 21 Sep 92 CS:S1 ’3 line 
rro»: HOHIRO.NA-NCY (Med. Care Cost Recovery) in 'IN' basket. Ps-je 1 


The tol loving instructions should be followed concerning any 
bulling aspects for Persian Gulf veterans. This announcenent was 
read on the Director's Conference Call on Friday, Sept IS. 

"Facllitias were previoously advised to exanine and treat, if aedically 
necessary, any Persian Gulf veteran who presents at a VA sedical 
facility with syt.ptoms possibly resulting fron exposure to 
environnental or chenical contaninates. Also, you were Instructed to 
defer any billing for treatment provided pending the expected passage of 
VA propoEtd legislation which would autoriza those actions. 

VA was notified by 0KB that they would noj allow that proposed 
leqislatltn to go forward . As a result, the Deputy SecretS?y~agreed to the 
following: 

VA is exploring amend Ing existing regulations and other avenues 
which will permit VA to treat veterans who served in the Persian 
Gulf area and have symptoms possibly related to their exposure. 

However, these veterans will be reguired to apply for a servica- 
Press RETURN to continue or '*' to exit: 
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connected disability. If that service-connected disability is 
not granted, VA Must then bill these veterans for the sarvicas they 
received . 

VA HILL bill Insurance conpanias for trataent for insured veterans as 
appropriate and also bill Persian Gulf veterans for prescription 
copayments as appropriate. 

Until VA rtgulations arc published, you should continue to defer 
billing (means test Cat C) (EXCEPT FOR IRO PARTY INSURANCE AND 
PRESCRIRTIOH COPAYMENT) until the veteran's elsla for ssrvlee- 
conneetlon has bean adjudicated or it is detarminad that the 
veteran has failed to file a claim. 

The loglslition which will authorize VA to establish s Fersisn Gulf 
Registry snd conduct A Persian Gulf examination is still 
expected to be passed end is a separata issue from the above. 

If you have any guastlons, pleasa call me at FT$ 202-539-73(7 
or sned me an e-mail. Ha will keep you ell informed of changes 
as they occur. ‘ 


Solact MESSAGE Action: IGNORE (in IN basket)/ 
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STATBMBHT OF 
VICTOR SII^VESTBR. 

NATIOIIM/ PRBSIPBflT. 

OPBRRTlOfl DBSBRT SIIIBT^D 7 DESERT STORM RSSOCIATIOH. 
BEFORE THE 

SUBCOlOflTTBE OH OVERSIGHT AMD INVESTIGATION 
OF THE COMMITTEE ON VETERAN AFFAIRS. 

U.S. ITOIISB OF representatives. 

Jims 9, 1993. 


)Ir. Oialrmanr Members of the Committee^ hadles and 
Gentlemen: 

As President of the Operation Desert Shield / Desert Storm 
Association* may I extend the appreciation and thanks on 
behalf of the members and participants of the Desert Shield 
/ Desert Storm Association and myself* for your Invitation 
to participate in these hearings. 

The men and vomen of our Armed Forces* along vlth their 
families* have served this Nation for over two hundred years 
in the name of Freedom. Fifty Years ago* to a vorld that was 
darkened by war* President Franklin D. Roosevelt described 
the Four Freedoms of Mankind: Freedom of Speech and 
Expression? Freedom of Every Person to Worship God in His or 
Her Own Hay? Freedom From Want? and Freedom From Fear. 

Mr. Chairman* we are here today because two of those 
Freedoms are in serious danger of being lost by the very 
people who laid their lives on the line for those same 
Freedoms. Tliey have served their country in the name of 
patriotism and the principals of Freedom* with the 
confidence of support and honesty from their government and 
their military leaders. 

The Operation Desert Shield / Desert Storm Association was 
developed as the end process of numerous discussion's and 
observation's. Many of the members of our Armed Forces have 
been exposed to the problems of veterans over the years. The 
concerns and problems of the Vietnam Era had touched many of 
our military personnel within the family circle. Knowledge 
of Iraq's use of Chemical and Biological warfare was also a 
major concern in light of the previous problems with "Agent 
Orange" . 

From it's inception* ODSA has been collecting and 
researching data pertaining to military* medical and 
environmental concerns of the Middle East. 

Tlie Armed Forces of TlJe United States of America and the 
Department of Veteran Affairs are not strangers to the 
problems of military service In the Middle East! They are 
not strangers to the effects of military hardware* both to 
the human factors and the environmental factors. Tliey are 
not strangers to the problems of Veteran Health Care nor 
Family situations. 

Today* the honorable members of this Committee have and will 
spend hours listening to testimony pertaining to Veterans 
Health care* Military Health Care and many other areas of 
concern. Some of you have heard these stories many* many 
times* the point is* are we going to do something about it 
this time? Are we going to take the Jackets off* roll up the 
sleeves* loosten the ties and work out a viable situation? 
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Living In the Permian Basin Oil community* having associates 
vlthln the oilfield vorkforce community who had worked and 
lived vlthln the Persian Gulf environment* the concerns of 
wartime activities on an oilfield environment became an 
Important Issue. 

After the legalities Involved In the of formation of the 
organisation were taken care of* ODSA began working with the 
families of the Desert Shield participants. On many 
occasions there were problems surfacing with payroll* health 
care and In many cases* simple everyday activities that had 
always been taken care of by the Desert Shield participant. 

Contingent with those activities* we also would receive 
calls from family members when they received notification 
that their family member had been sick. At that time* It was 
Just a part of regular conversation* "Oh* I got a letter or 
call from my husband* he's doing ok* I asked him about the 
car* he has It serviced every ...... miles* he said that he 

had been sick for a couple of days*" or whatever. 

These incidents were not of any major concern as far as the 
organization was concerned. Just part of the regular 
attrition rate that comes with deployment, on a couple of 
occasions we were notified that somebody's family member had 
been medically evacuated for a sickness* however* they were 
being taken care of. As far as this organization was 
concerned* we were Just compiling and storing information 
for the possible use years down the road* when it would be 
needed to support veteran claims. 

In July, 1991* we began to receive calls in reference to 
sick troops who were trying to find information on what they 
should do. People who were not really bedridden* however* 
they Just did not feel right. Some were active duty* some 
had already left the service and were now part of the 
veteran community. The majority of these calls were refered 
to the correct chain of command or HA procedural contacts. 

During this time frame* the calls averaged one or two every 
couple of weeks. In September* 1991* my son returned from 
the Persian Gulf. Be returned home for a few days leave and 
then returned to Ft. Bust Is* Ha for outprocessing and 
termination of his military service. Idille he was home on 
leave* there were some incidents of fatigue* headaches* 
aches and pains* rashes etc. However* we put this down to 
environmental changes* lots of traveling etc. 

Hhen he returned home for the final time* we began to notice 
the changes In his nature. He stayed awake night after 
night* he could not remember simple instructions* he would 
forget what day of the week It was and where he was. Simple 
every day math problems* adding up his bills were a major 
chore. Tills Is a person who was Student of the Year In 
School the year he went into the military. He seemed to 
always be feeling bad, this is a parson who did not miss a 
day of school for the entire 12 years of his schooling* 
documented perfect attendance. The final point was finding 
him on his knees* with his head In his hands suffering from 
a major headache. He finely Informed us that he was getting 
these on a regular basis. He then began the process of 
getting him to a Veteran Affairs facility. 

Our first inquiries Into the system resulted In the attempt 
to obtain copies of his military medical records. It is now 
almost three years later* and we still do not have the 
requested copies of his military medical records. 
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fts our experiences grew with the bureaucracy of obtaining 
health care through the Veteran Ac(iDlnistration« so did the 
calls pertaining to these sane problems. Tlie announcement 
that a Persian Gulf Registry would be established# helped 
with the concerns and the calls again declined. 

September and October of 1992# this organization received 
numerous calls pertaining to the Persian 
Gulf Register. Stories of Veteran Affairs personnel sitting 
with desk# chair and a notepad# abounded, h sense of 
direction# or what they were supposed to do with the 
information was not apparent. Tlie response to questions was 
that this was a part-time situation# and that there was no 
funding for a fully established program 

In November# 1992# I wrote to the President of the United 
States# George H. Bush# and requested that he make a special 
effort to sign the funding bill. 

In December# 1992. Tlie Operation Desert Shield / Desert 
Storm Association began to seriously pursue and coordinate 
an information gathering system. A review of the areas of 
concern that had been voiced over the past few months was 
conducted and five (5) areas of concern were identified: 

1. Environmental Manipulation. 

2. Chemical Exposure. 

3. Parasitic# Viral and Bacteriological Exposure. 

4. Radiation Exposure. 

5. Investigational Drug and Vaccine Exposure. 

These areas of concentration were determined based of the 
content of the calls that we were receiving. 

The concerns of environmental manipulation were largely 
based on observations of the Public Television Nova program 
where television cameras accompanied the United Nations 
inspection teams and found some thirty (30) Scud Missiles 
loaded with Nerve and Biological agents. Tliis Information# 
combined with the reports and observations by military 
personnel of herds of animals dying ovenight in the neutral 
zone (December# 1990) # and the reports of Scud Missiles 
exploding over the Daharan / A1 Jubial areas without being 
fired on by Allied Forces# it appears the concerns of 
environmental Manipulation are valid. 

There have been no successful large-scale uses of biological 
warfare agents in modern war. Documents made public in the 
early !9B0s# however# indicate that Japan used biological 
warfare agents on Chinese cities during the late 1930s and 
early 19408 and conducted large-scale experiments using 
captured Chinese# Soviet and — from 1943— US soldiers as 
human guinea pigs. Information about the Japanese biological 
warfare program was known to the U.S. government in 
1947, According to public statements# the decision not to 
initiate war-crimes proceedings was based on the State 
Department's evaluation of the experiments as "the only 
known source of data from scientifically controlled 
experiments showing the direct effect of Biological Warfare 
agents on manr" and on the realization that an open trial 
would release that data to public# and Soviet# scrutiny. 
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In December 1987, the United States resumed the manufacture 
of nerve gases, nov made in binary form, and budgeted funds 
for the production in the 1990s of the (227-lcg) 500-lb 
Sigeye, a 155-mm (6.1-in) binary shell containing materials 
for the lethal nerve gas hit. In 1988 the II. S. government 
justified the Pentagon's $300 million program to develop 
defenses against biological weapons using biological agents 
such as viruses, bacteria, and toxins. 

In (lay 1991, President Qeorge Bush promised that the United 
States would stop manufacturing chemical weapons and would 
destroy it's entire stockpile of them, once a treaty was 
signed. In 1988 Libya built a chemical weapons plant 
masquerading as a pharmaceuticals factory, using chemicals 
supplied by a West German firm. Iraq used leathal mustard 
gas often in its war with Iran, the United States used 
mustard gas on its own troops as a training method during 
World war II. Tlie possiblity of minimal usage of llerve and 
Biological agents by both sides is quite feasable. 

Tliere have been, and continue to be, many theories expounded 
upon as to the problems of Cliemlcal Exposure and Multiple 
Chemical Sensitivity, there is no denying that this area is 
playing an important role in the scenario of the Persian 
Gulf Illnesses. During the Persian Gulf conflict, and for 
months afterwards, there were situations that resulted in 
the exposure of military and civilian personnel to 
concentrated, uncontrolled amounts of toxic petroleum 
materials, their by-products and numerous other chemical 
compounds utilized in the procurement and processing of 
crude oil. 

Tile highway for transport of much of the world's petroleum, 
the Gulf is a shallow, almost completely enclosed body whose 
waters are renewed only over about 200 years . Tlie events of 
the Persian Gulf War in 1991 were therefore viewed with 
great apprehension by environmental specialists. Tlie release 
by Iraq of millions of gallons of oil into the Persian Gulf, 
and the torching of the Kuwaiti oil fields, which spewed 
untold amounts of oily smoke into the atmosphere and coated 
areas of the Kuwaiti desert with a lethal layer of 
asphalt-llke soot, are the first instances of the deliberate 
use of oil as a weapon against the environment. 

Many Persian Gulf participants were exposed to crude oil in 
and around the oil well sites. Ruptured pipe lines, storage 
tanks, oil-contaminated pools of water and oil soaked sand. 
h close study of the photographs and video footage shown 
during the conflict, revealed the remains of storage 
buildings or shacks next to many of the destroyed well head 
sites. Discussions with oil field personnel who had worked 
on many of these sites, showed that many of those storage 
areas may have contained chemical materials for the 
procurement and production of crude oil. 

Time and time again, this organization has received calls 
inquiring into sources of information for Chemical 
poisoning and Multi -Chemical Sensitivity. Time and time again 
we have been told that the government entity medical staff 
have professed ignorance as to the protocol's required to 
test for any such symptoms, and a reluctance to seek outside 
assistance from either another government entity or an 
outside private source. 
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On numerous occasions ve have observed hajor General Ronald 
R. Blanch, discounct the seriousness of oil fire smohe 
within the Kuwaiti environment. It leaves a question of 
credabillty when those statements are compared with the 
situation of the Champion Chemical Fire in Odessa, Texas on 
August 24, 1992. 

This facility was a storage and outlet for many of the 
chemicals that are utilized in the procurement and 
production of crude oil products. The same types of 
chemicals that were stored In the buildings around the well 
heads in Kuwaiti. A small single facility fire that burned 
for four or five hours until it was controlled. A small 
single facility fire that resulted in a major portion of the 
City of Odessa being evacuated due to possible toxic fumes 
exposure. Tiie military personnel in Kuwaite were not 
evacuated, they lived and worhed in that environment for 
days on end. 

In terms of incidents, gastrointestinal illness posed what 
was conceived to be the largest threat to Westerners 
visiting the Middle East. Incident rates had been reported 
as high as 50 cases per 1000 American per week in Saudi 
Arabia . 

Since August 1990, more than 600,000 Americans have been 
sent to the Middle East, where they encountered a variety of 
infectious diseases endemic to the area. Although most of 
the consequent illness are supposed to be treated by 
military physicians, some will undoubtedly occur outside the 
purview of the military health care system. T)Us concern is 
futher promoted by the announcement by the Veteran 
Administration that some cases of l^ishmanisis had been 
identified and that this disease could remain dormant for up 
to three years. 

Tills situation, combined with the fact that thousands of the 
personnel exposed to this problem were reservists and 
national Guard , called from civilian life to active 
military service and sent to the tiiddle East. Some will 
return to their civilian communities with diseases that only 
become evident after their homecoming, sometimes after 
months or years, and others will pose a risk of secondary 
transmission to people with whom they come in contact. 

Given these considerations and the U.S. military experience 
during the first seven months of deploynent, infectious 
diseases endemic to the Persian Gulf became one of the 
priority projects of the Operation Desert Shield / Desert 
Storm Association. 

One of the major answers to the early reports of the 
"Mystery Illness" was the cry of "Stress" and so It may be, 
however, when investigation of medical publications reveal 
that "The evaluation of a chronic fatigue or post traumatic 
stress'^like syndrome in those who have returned from the 
Persian Gulf should therefore Include serologic testing to 
rule out an earlier Sandfly Fever virus infection" and those 
tests have not been performed. The credabillty of the 
"Stress" diagnosis is questionable. With the possible 
Systemic late presentation of some 13 Middle Eastern Endemic 
Diseases, the concerns of Desert Shield / Desert Storm 
veterans and their families are understandable. 
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The possible late presentation endemic diseases Include, 
Mlral Hepatitis, Sandfly Fever, Tuberculosis, Kmebiasis, 
Giardiasis, Intestinal Helminthic Infection, heislunaniasis, 
Halarla, Brucellosis, Q Fever, Schistomlasls , 
Echlnoccccosls, and Rabies. 

It is a documented, historical fact, going bach as far as 
1943, that many of our military personnel and veterans have 
suffered from Parasitic, lllral. Bacterial and Fungal 
infections that have been left undiagnosed and 
untreated. Even today, that same indifference Is apparent, 
the establishment of the Blue Ribbon Committee, ( The 
Persian Gulf Expert Scientific Panel, Hay 7) does not 
include a listed expert on Tropical Medicine or Parasites. 

Documentation shows that these endemic diseases may cause 
bleeding gums, central nervous system damage, liver and lung 
disease, urinary tract problems, shin rashes, diarrhea, 
gastrointestinal problems, cancer symptoms and other 
problems. Many of these symptoms seem to be identical to the 
symptoms of the Mystery Illnesses that nobody can seem to 
diagnose or find a reason for. 

Parasitic testing can be a very strenuous, tedious process, 
requiring numerous samples, specific times for testing and a 
variety of special tests. Documentation and patient 
statements shows that proceedures for testing are not always 
followed. Deviation from proper methods result in erroneous 
findings and inaccurate diagnosis. For example, urine should 
be collected for Schistosoma Haematobla testing between 
ll:am and 2;pm. In light infections, examination should 
include the deposits of the entire specimen, not Just one or 
two slides, as only one or two ova may 
be present. Investigation has revealed that in some cases, 
centrifuge processes have been utilized that are not within 
the parameters of the medical Journals that are used to 
teach the basic sKllls required to become medical 
professionals . 

The concerns of Radiation Exposure for Persian Gulf veterans 
have developed over the years since the Gulf war. As more 
and more information about Iraq's hidden Huclear agenda, 
possible collection and storage points, Huclear Research 
facilities and H.S. Armed Forces Depleted Uranium 
utilization has come to light. Investigators for the General 
Accounting Office have found that combat soldiers and 
maintenance troops had been exposed to contamination from 
Depleted Uranium through wounds. Ingestion and exposure. The 
possible exposure list would also have to Include medical 
personnel who removed exposed, contaminated clothing from 
wounded personnel and their transportation entitles who 
carried exposed troops and equipment. 

There appears to be some general concerns about the 
potential health hazards posed by Depleted Uranium armor and 
ammunition. The apparent misinformation, confusion, double 
standards and lack of concern by government entities, has 
not helped the situation. The statement that Depleted 
Uranium does not present a significant health risk for 
soldiers in credible events, is a point to ponder. Ifliat 
events during the heat of battle constitutes a credible 
event? 
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lliin} troops vere never Informed as to the dangers and 
problems related to Depleted Uranium. A request for symptoms 
pertaining to Radiation Exposure will result in a different 
answer from each official that you aah. 

The Environmental Protection Agency has set a limit for 
uranium -in-soil at 35 plcocurles per gram of soil, the 
standard that is used by the military, quoting an liCRP 
report. recommends that land in- which the DU-in-soll 
concetration exceeds 2.000 picocuries per gram of soil, 
should not be used for intensive agriculture, or for the 
growing of crops which tend to concentrate uranium. Ifliich is 
the correct level of safety? Given the difference. 

iniat is the difference when the military states "Ifaxlmum 
exposures projected to be received by crewmembers of 
11. S. combat vehicles uploaded with DU munitions, (during 
peacetime training) may minimally exceed nuclear Regulatory 
Commission limits for the general population, but would 
certainly not result in any expected adverse health 
effects." Given the difference between the EPA and the HCRP 
standards, what is the minimal level and what is the 
physical difference between the general population and 
military personnel? 

September 1, 1992. Presidential Executive Order 12657. 

requires the Department of Veteran Affairs to prepare to 
support the medical needs of the population after a 
catastrophic nuclear even. Questionaires had already been 
sent to VA stations to determine capabilities in 1991. the 
plan to have one "development" team in place by the end of 
1992. shows that there was no concern as to the effects of 
DU ammunition during Desert Storm. Formation of the other 
three regional teams is planned for 1993. 

It is also planned to allow the Bradley Fighting Vehicle to 
use DU munitions. Because of current URC exposure limits for 
the general public, the Army may have to ash for a waiver 
from the nuclear Regulatory Commission to allow the 
potential to exist for the BFV's crewmembers to receive 
greater radiation exposures than will be allowed by the 
tlRC's revised limits for exposure to the general public. 

In our estimation, this shows a total disregard for the 
long-term health effects of our military personnel by the 
Defense Department. 

Amid reports of troops being marched into unlixely 
facilities such as mall rooms and mess tents, given shots 
and pills without notations being made on shot records, or 
as in some cases, no paperwork at all. Tlie Operation Desert 
Shield / Desert Storm Association began inquiries into what 
was being administered. On numerous occasions, we were 
assured that everything was being done within military 
guldllnes. lie were told that the materials that were being 
given were for the protection of the troops and were being 
monitored and controlled for the protection of the troops. 

ODSA then received Information that the shots and pills 
being given vere “Investigational" drugs and vaccines and 
they were being administered only with informed consent, my 
son informed me that the only thing he was Informed about 
was to report to the tent I 
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Futher correspondence from LTC D. Hllliam Atwood informed 
ODSA of the utilization of Anthrax Vacciner Absorbed! and 
Botulinum Toxoid, another source provided the information on 
Pyridostigmine Bromide. A futher source of information 
provided the revelation that these were not the only 
investigational products fielded in support of Operation 
nesert Storm. 

Many of the military personnel who received these products! 
have reported that they were not monitored while talcing the 
materials nor was there any evidence of documentation, the 
question remains, how can it be determine who was given the 
Investigational drugs years down the line and If a Persian 
Gulf Ifeteran gets side, how can a doctor determine or rule 
out if the slcKness is related to the long-term effects of 
the Investigational nrugs? 

Since it's formation, the Operation Desert Shield / Desert 
Storm Association has developed a membership of 5B9 
persons. Bach of these members have a direct relationship to 
either Operation Desert Shield or Operation Desert Storm. 

The telephone referral system was initiated on December 15. 
1992. The 1-800 system was put in place in March 1993. Since 
the Initiation of the telephone referral system. ODSA has 
received 6,794 calls. Subjects ranging from where to write 
for medals that were not received, through the entire gammit 
of Veteran Affairs Inquiries to suicidal tendencies have 
been addressed via this system. 

Calls have been received not only from Desert Shield / 
Desert Storm participants, but. Grenada. Panama. Vietnam. 
Post Vietnam, Korean and Horld War II veterans. This 
telephonic system, combined with a commercial nationwide 
computer network, has now put this organization within reach 
of any veteran who has a question or needs to talk to 
somebody . 

Day after day. we receive calls from veterans and veteran 
family members seeking answers, looking for assistance with 
their health problems or Just needing somebody to talk 
to. The majority of sickness calls reflect the same symptoms, 
the sane domestic situation’s and the same frustration's with 
the bureaucratic system. 

Many of the complaints in regards to the Veteran 
Administration pertains to the apparent complacency of the 
Veteran Affairs community. Veteran after veteran have 
commented or complained about the apparent cursory 
treatment that they have received and impression that there 
is no hurry or urgency to deal with their case or their 
problen. 

Apparently, the Veteran Affairs organization has forgotten 
that in many of these cases, the veteran is unable to work, 
or at least work in the field that he was trained in. For a 
veteran to have to wait for months, and in some cases years 
for their records to become available before a doctor can 
make a diagnosis and then wait for more months and in some 
cases years before the claim is processed, is unforgivable. 
The problems that face the Desert Shield / Desert Storm 
cannot be laid at the feet of the Department of Veteran 
Affairs, cannot be laid at the feat of the Department of 
Defense and cannot be laid at the feet of the Veteran. 
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The responsibility for the problems that are being 
experienced by the Desert Shield / Desert Storm veterans and 
their counterparts from other veteran era's must be laid at 
the feet of all entitles involved, ft doctor cannot make a 
diagnosis if he or she does not have a set of records to 
work from, lllcewise he or she cannot even look for a 
diagnosis if there is no notification of vhat the patient 
was exposed to. 

by the same hand, that same doctor cannot make a true 
evaluation or diagnosis of a patients condition if he or she 
does not perform the correct medical protocol or order the 
tests required to determine a correct diagnosis. Dot without 
blame is the veteran, who, if he or she does not take steps 
to be able to answer questions and record symptoms that 
occur between visits, is not contributing to the diagnostic 
process. 

During this entire process, the veterans family is 
struggling to maintain a reasonable standard of 
living. Unfortunately, during the process of negociatlng the 
bureaucratic maze that always involves the Department of 
Veteran ftffalrs and the Department of Defense, the veteran 
family comes out on the losing end. 

With the range of problems that the Desert Shield / Desert 
Storm participants were exposed to, the veteran family now 
has to contend with the possibility of contracting the same 
problems . 

These problems that we are addressing today are not only 
contingent to members of the veteran community. The active 
duty personnel face their own unique set of 

problems. Ililltary personnel with many years of service 
under their belts are now finding themselves being removed 
from service. Tliese same active duty personnel are spending 
everything that they have to try to find out vhat is wrong 
with them so that they can find relief and return to active 
duty . 

It does nob appear that an answer to these problems will be 
forthcoming in the near future. The problems of missing 
records was part of the hegislative Hearing On Radiation 
Measures - H.R.1811, S. 1002 ftnd S. 453, Subcommittee On 
Compensation, Pension and Insurance, May 20, 1987. Some 

4,700 records were missing, not finalized or somehwere 
within the system. Tills type of record combined with 
statements like the one made by General H. Herman 

Schwartzkopf on the harry King show, that the military 
didn't care about veterans once they were out of the 

service, makes a person wonder what is the justification to 
serve in this Nation's ftrmed Forces. Even the promises made 
by the recruiters in regards to health care, cannot be 
relied upon. 

II. S. ftrmy: lledlcal Care. Tlie worth of you medical coverage 
depends on how much you use it. Your major medical needs are 
provided for, therefore, there is no need for you to carry 
medical insurance. 

II.S. Marine Corps. Health, Medical Care, Family Services. 
Marines and their dependents receive free or inexpensive 

health and dental care at military hospitals. Care and 

treatment are available 24 hours a day. Unexpected illness 
or injury will not cause financial burdens. Tliese are the 
promises to our military personnel I 
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The question that must be faced at this time, is what are we 
going to do in support of the nesert Shield / Desert Storm 
and very shortly, Operation Restore Hope, veterans and their 
families while these problems are being worked out. it must 
be taken into consideration that some of these situations 
may not be resolved for a number of years. 

It is the contention of the Operation Desert Shield / Desert 
Storm Association that a consideration be given bo the 
utilization of a military base in each state that is slated 
to be closed, be turned into a research / rehabilitation 
center for the veterans in that state. 

The medical facility on the base could be utilized to train 
the Reserve and national Guard medical personnel. Research 
programs and physician training programs could be initiated 
to utilize civilian expertise. Barrack facilities could be 
utilized to house single veterans and base family housing 
could be used to provide homes for married veterans and 
their families while they are receiving treatment and 
vocational training. 

Many of the military facilities will not be feasable for 
utilization by civilian population for a number of 
years. Hlitle those bases are being prepared for that 
situation, security must be provided and the renovations 
performed. All of these activities will cost the government 
money, if the veterans can be utilized to perform those 
duties under a supervised situation, two areas of government 
concern would be addressed in the most economical manner. 

He are now facing the third anniversary of Operation Desert 
Shield, Mr. Chairman, I ask you, how far have we progressed 
in addressing the health problems of the Desert Shield / 
Desert Storm veterans. It does not appear that the situation 
is getting better, in fact, the reverse situation appears to 
be surfacing, the current Veteran Affairs Facilities cannot 
handle the load of veteran care that they are responsible for 
now, plus we have to face the possibility of veteran family 
involvement in the "Mystery Illness" situation. 

Mr. Chairman, the majority of the Desert Shield / Desert 
Storm veterans do nob want a hand out, they would rather 
find out what is wrong with them, have it treated and be 
able to get back to work and live the life that they have 
dreamed of and worked for. 

Mr. Chairman, Members of the Subcommitte, hadies and 
Gentlemen, May I once again express my appreciation for this 
opportunity to testify and voice the opinions of the 
Operation Desert Shield / Desert Storm Association, this 
organization will continue to collect and correlate data and 
information. The United States Armed Forces spent millions 
of dollars training the participants of Operation Desert 
Shield / Desert Storm to win the Persian Gulf Conflict. It 
is our Intention bo utilize that same training bo win the 
war for the Persian Gulf Veterans. For Tlie Best, By The 
Best, Kith The Best. 


Victor Silvester, 
President, 
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Mr. Chairman and Members of the Committee: 

As President of the National Association of Radiation 
Survivors# I have been requested to provide testimony to this 
subcommittee with regard to the situation of the fine young men 
and women who participated in the Persian Gulf conflict. I am 
honored to be asked to provide such testimony and am more than 
glad to do so. 


HHAT IS THE PROBLEM 

Back in October of 1990# when it was clear that the United 
States was going to be deeply involved in a conflict in the Gulf# 
stories began appearing about so-called experts who were 
advocating the use of nuclear weapons# such as the neutron bomb# 
in the Gulf rather than committing troops. NARS was holding its 
Annual Conference at the time and# given our experience# we were 
appalled at the thought. We passed a resolution and wrote an 
open letter to the President and Congress opposing such action 
(Copy attached). We felt that we were the proof that the use and 
testing of such weapons were harmful to more than some designated 
enemy. The survivors# widows# and genetically damaged children 
of our association are the living evidence. 

Soon after the conflict in the Gulf ended# NARS' Executive 
Director and NARS* Region V Vice President began receiving calls 
about the possible use of weapons coated with depleted uranium 
(DU) during the Gulf War. We were all quite ignorant about the 
existence of such a substance whose name appeared to contradict 
itself. Calls were put out to many other organizations in an 
effort to track down any information we could about depleted 
uranium and/or its use in the Gulf War conflict. 

To our surprise# there was such a substance and it was in 
fact used on tanks and shells during the Gulf War. Initial 
responses indicated that in and of itself# DU might be relatively 
harmless as a coating on a tank or weapon. However# if the tank 
or weapon were to explode and a fire ensued# the results could be 
quite harmful to anyone who inhaled or ingested the oxidized DU. 
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Later came the media reports about the troops in specific 
units which had served in the Gulf who were coming down with odd 
health problems since their return. Hair loss, rashes, fatigue, 
and other symptoms were common among these troops. The official 
response seemed familiar, i.e., these were not particularly 
significant medical problems and could very well be stress- 
related reactions to service in the Gulf. 

What was not in the general media but became common points 
of discussion among a network of organizations was the fact that 
these symptoms were not just with a few isolated units but, in 
fact, appeared to be wide spread in terms of branch of service 
and type of service if not in actual numbers of servicepeople 
involved. In addition, we began hearing of a very high rate of 
miscarriages and children being born with defects from post-Gulf 
pregnancies . 

Because of our initial involvement in trying to ferret out 
the facts about DU, we came in contact with Gulf War-based 
organizations such as the Military Families Support Network and 
because of the similarities in symptoms and illnesses between our 
Atomic veterans and the Gulf War veterans we created a seat on 
our board of directors for these particular veterans and have 
been working quite closely with them. 

NARS is certainly not in possession of all the facts and we 
feel that specific information on the health problems, health 
care needs and other problems of the Gulf war veterans are better 
and more authentically presented by those who have experienced 
the problems and/or represent those who have. At the time of 
preparation of this testimony, it is our understanding that 
representatives from the Gulf War veterans will in fact testify. 

While our involvement began with DU, our concern goes beyond 
the possible exposure to DU, which I will discuss in greater 
depth later. We would like this committee to examine the Gulf 
War veteran's situation within a context of the history of the 
treatment of servicemen/veterans who have served their country 
from World War II onward. 

This history shows an attitude among the defense 
establishment that permits them to use servicemen as guinea pigs 
by exposing them to chemical, biological, and radioactive 
substances as well as drugs, in an effort to determine whether 
these substances and drugs would be effective in use against an 
enemy. I am referring here to the now acknowledged mustard gas 
exposures, the LSD experiments discussed in Senator Church's 
hearings, the Dioxin exposures for Vietnam veterans and, of 
course, the radiation exposures of the Atomic veterans. 
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This history includes a failure to adequately inform the 
servicemen about the upcoming exposure and potential dangers of 
that exposure. It Includes the failure to provide a post- 
exposure warning about potential health effects which might have 
motivated these men to seek regular checkups and health 
monitoring. 

This history, in fact, includes the opposite. Generally 
these men and women have been told that there was no danger in 
their exposure. They had no reason to question the government 
they were in the military service to protect. It is only years 
later that the health effects began to show themselves, often too 
late for medical remediation. 

History shows that when the health problems arise, these 
veterans are most often denied health care and compensation 
because the official policy has been that the exposure could not 
be the cause of the problem or that science has not yet made any 
connection between the exposure and the particular health 
problem. Often the onus of proof shifts to the veteran to prove 
any connection. While under the law the Department of Veterans 
Affairs is obligated to assist claimants in developing their 
claims, the reality is they do not do so. 

History shows that when the veterans complain about their 
health, they are told they have psychological problems, in some 
cases a stress disorder. Some are even put under psychological 
observation if they become too vociferous in their demands for 
assistance. Sometimes they are accused of seeking a "free -ide' 
or a "handout". Men and women who were willing to give their all 
to their country are now told they are the equivalent of a 
welfare chiseler. 

At least in terms of the Atomic veteran, hi"tory has shown 
that military records are not always available or complete. 

Orders that move individuals to test sites are missing, records 
of medical attention are not available. It is amazing the 
percentage of Atomic veteran records that were burnt in the 1973 
St. Louis fire. It is amazing the number of ships whose logs, 
including Captain's logs, are incomplete or totally missing. In 
the VA claims process the veteran is denied compensation if those 
records are missing and s(he) cannot produce his/her own 
documentation about exposure . 

While the Department of Veterans Affairs is mandated to 
assist veterans or their surviving spouses in the claims process, 
the opposite is true as evidenced by remands of the Court of 
Veterans Appeals and by the DVA's destruction of documents during 
the discovery phase of MARS' class action suit on the $10.00 fee 
limitation issue. 



235 


Jean Ralph Testimony 
Page 4 


Finally, history shows that sooner or later, evidence begins 
to Indicate that what these veterans have been saying has some 
validity. Incremental legislation is passed with very narrow 
definitions and interpretations that benefit a very few. It is 
then believed that our country's obligation to these people has 
been met. And we move on. Often this minimal legislation is too 
little or too late for most. Their lives have been lost or 
destroyed, their feuitilies suffering grievous harm, stigmatized by 
the very government they served so honorably. Local and state 
governments have had to pick up the tab for many who could no 
longer work or were widowed. Social Security Disability has been 
an important source of survival for these people even though the 
VA should be the agency providing for their survival. 

Let us examine the situation of the Gulf War vet in this 
historical context. 

At the minimum the Gulf War vet was exposed to at least one 
experimental drug that was supposed to protect him/her from a 
chemical or biological attack. There is at least one shot that 
was given that we have been told had not been approved by the FDA. 
We have anecdotal evidence that some were given the shot in the 
desert and told that the shot would be placed on their shot 
records when they returned to their home base. Upon return, they 
were told that the shot could not be placed on their record since 
the home base had no knowledge of the shot. 

QUESTION: What happens to such a veteran if at some future 
date there is a health outcome from the shot? 

In testimony before the House Committee on Veterans Affairs, 
Brigadier General Ronald Blanck said that the botulinum vaccine 
"has not been licensed by the FDA because airborne botulinum is 
very rare and there is no ethical way to conduct the scientific 
trials needed to prove efficacy", (guoted in American Legion 
Magazine) . 

QUESTION: Given the history of experimentation on 

servicemen, is there any possibility that some Gulf War veterans 
were used to test the efficacy of this vaccine? 

We know that Depleted Uranium (0238) was used as armor 
protection on the MlAl tank and on armor piercing shells from 
those tanks as well as the A-10 Thunderbolt. This DO can 
contaminate soldiers in several ways. 

One involves those who might ride around in DU tanks or in 
trucks with the shells aboard. It has been estimated that their 
exposure would be the equivalent of one x-ray every day. This 
could be of great concern if the soldiers were doing this on a 
daily basis for some extended time. 
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A second way would be if the tank or the shell were to be 
involved in a fire, for example in the incidences where our tanks 
were hit by so-called "friendly fire". The DU oxidizes under 
fire conditions and anyone who inhaled or ingested the oxidized 
DU would be at risk. If the serviceman was to be hit with 
shrapnel from the tank or shell or had an open wound, s(he) could 
also be contaminated that way. In addition, this oxidized DU 
could contaminate the soil and be resuspended as vehicles or men 
rode or walked over it kicking up sand and dust. Again it could 
be inhaled or ingested putting these individuals at risk. 

DU can also be chemically toxic and, depending on the size 
of the dose, act as a heavy metal and lodge in the bones or cause 
kidney, lung or other organ damage. 

So, our first historical point applies to the Gulf War 
Veteran. S(he) may have been exposed to an untested vaccine and 
s(he) may have been exposed to DU and in either case was not 
warned in advance or in post-exposure about potential health 
effects. It was only after coming home, getting sick, and 
finding others getting sick that these veterans were able to 
relate their illnesses with their Gulf service. 

Our second historical point also applies. The Gulf War 
veterans have been told that they had nothing to fear from the 
vaccine or the DU coated tanks and weapons . They too had no 
reason to doubt the very government they were serving in the 
Gulf. The historical difference here may be that the Gulf War 
veteran has manifested problems much sooner than their 
predecessors and have been willing to come out and talk about the 
problems where others in the past have been more reticent to do 
so. 


The third historical point is also true. Gulf War veterans 
are being told that their illnesses are psychological, 
i.e., stress related (but not post-traumatic stress disorders 
which are classified as service connected). Some have been 
subjected to psychological testing or observation. Because of 
the climate of reduction in forces throughout the military, some 
of these servicemen are being told they could lose their careers 
if they complain about their health. Others, who are sick, have 
been unable to pass their physical training requirements and are 
being discharged because of that while the illness that prevents 
compliance is being denied as service connected. 

National Guard troops have been accused of trying to enhance 
their benefit status by claiming Gulf related health problems. 

It is not yet clear that our historical point about military 
records is valid. Again we have anecdotal evidence that some 
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military personnel were moved to the Gulf on the verbal say-so of 
an officer or ranking NCO. How many of these troops this applies 
to we do not know at present. How will they prove their service 
in the Gulf if they never received written orders? 

We believe that our final historical point is in the process 
of validation. Initially there was an attempt to Isolate the 
"mysterious illnesses* to a few units or to the psychological 
distress of a few reservists. As the numbers of complaints grew, 
a registry has been established, doctors and scientists are 
beginning to take the situation seriously and hopefully will 
arrive at some conclusion about the source(s) of these health 
problems . 

Many of these veterans are receiving only cursory care from 
VA facilities or, no care at all. There are active duty military 
personnel in their quarters, receiving no or minimal care. 

Physical exams and the registry appear to be of little or no 
practical value. Veterans are having to spend their own resources 
to receive appropriate health care, if they are fortunate enough 
to have the resources. Since some lost their civilian jobs upon 
return from the Gulf, we even have reports of Gulf veterans who 
are now homeless, just as we hear of the Vietnam veterans who 
have become homeless. 

In the meantime however, lives are being lost or destroyed, 
families are experiencing grievous harm, and the veteran is being 
stigmatized as a "user" or "cheat" on the system. History is 
Indeed repeating Itself. If the situation is allowed to progress 
at its historical rate, any legislation passed will be too little 
or too late for some, if not many, of these Gulf War Veterans or 
their families. 

Incidentally, if the stories are true, these veterans and 
their wives, are expe-lencing a high rate of miscarriage and 
genetically damaged children, just as with the Atomic and Vietnam 
veterans. 

We recognize, as do the Gulf War veterans, that there may be 
other causes of the rising health problems of Gulf War veterans. 
The oil well fires (which we have heard but yet to confirm that 
some of the oil wells were capped with a DU coated material) 
could clearly cause problems. Reports indicate that some of 
these oil well fires may have been caused by "friendly fired" DO 
rounds from our A-lOs and Apache helicopters. The black clouds 
created could also inhibit the dispersal of oxidized DU adding to 
the destructive effect of the DU and the chemicals from the fire. 


Parasitic diseases are also being considered as a potential 
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health threatening problem. The destruction of Iraqi nuclear 
facilities, ammunition dumps, and other targets where toxics may 
have existed could all be part of the problem. But as of the 
preparation of this testimony, no one seems to have an answer. 

NHAT SHODUl BE DOHB 

1. Congress should enact legislation that provides for 
immediate health care, including special needs such as sterile 
environments, for any Gulf War veteran and his or her family. 

2. Congress should enact legislation that provides for 
immediate monetary compensation, at the disability rate, for any 
Gulf War veteran or, if deceased, his or her family, so that 
every resource of that veteran/family is not expended for health 
and other necessary costs, placing these families below the 
poverty level at the mercy of local welfare offices. 

3. In the above legislation Congress should make it clear 
that when the issues are resolved, there will be no required pay 
back of any health care or monetary assistance received by these 
veterans or their families. This is a service that will be 
provided to those who have served their country. 

4. The Congress should subpoena for any individuals or 
records that would indicate who knew what about DO, the botulinum 
vaccine, and any other possible cause of Gulf War illnesses, and 
when they knew it. This should include a demand for 
declassification, if necessary, of any such record or documents. 

5. The Congress should enact legislation that prevents the 
military services from discharging, harassing, or otherwise 
intimidating Gulf War veterans who have, or are concerned about, 
health care problems. This should include records about any such 
discharges that have already taken place. 

6. The Congress should enact legislation and appropriate 
sufficient funds for an Immediate review of the health of Gulf 
War veterans and the potential causes of health problems. This 
review should be as rapid as humanly possible in order to resolve 
the issues at the earliest possible date, not years later. This 
review should have an oversi~ht committee composed in part, by a 
representative sample of Gulf War veterans, and specifically not 
just high ranking career servicemen and other so-called experts 
named by government agencies. This legislation should provide 
for on-going follow-ups on Gulf veterans in order to document 
future health problems that may develop. In addition, both the 
initial review and on-going follow-ups should include the Issues 
of miscarriages and genetically affected children. 
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7. The Congress should enact legislation that guarantees 
the safeguarding of individual military records including 
movement orders, places of assignment, medical and 
hospitalization records, unit records, etc. 

8. The Congress, through legislation, should guarantee the 
Gulf War veterans right to obtain complete and total copies of 
any records applying to his/her military service, particularly 
although not exclusively, in the Gulf. 

9 . Finally, there should be a resolution addressing the sense 
of the Congress, stating that there will be no more 
experimentation on d.S. military personnel for any purpose and 
that if the military finds it necessary to use any weapon, or any 
substance that could possibly cause immediate or future health 
concerns for servicemen, that those servicemen should be advised 
of the potential health problems prior to, and post-use of, that 
weapon or substance and, that the United States is willing to 
live up to its' contractual obligation to assist the veteran or 
bis widow and orphaned children when needed. 

WARS can say without reservation that the overwhelming 
majo-ity of those exposed to ionizing radiation, if they had 
known the potential risk of that exposure, would have willingly 
gone through the exposure if it was deemed necessary for the 
security of the United States . The problem that we have as an 
organization and as individuals, is the deceit that was used, the 
denials of responsibility, and the lack of accountability that 
has become apparent after the exposures. 

The various exposures discussed in this testimony have 
occurred under both Democratic and Republican Administrations, 
under a Congress of both Democratic and Republican legislators, 
and the issues carry no partisan banner. Various committees 
have heard testimony over the years and various oversight 
committees have been part of the decision-making process . 

Congress has, in fact, passed legislation or acquiesced in 
administration assertions of right, that makes it ever so 
difficult for veterans to receive justice in any form including: 

The $10.00 fee limitation for attorneys assisting veterans 
in the VA claims process; 

The Feres Doctrine that prevents a veteran from suing 
his/her government for injuries incidental to military service; 

Claims of sovereign immunity or di-cretionary function 
exceptions to the Federal Tort Claims Act; 


The Warner Amendment which provides total immunity to 



240 


Jean Ralph Testimony 
Page 9 


government contractors involved in nuclear weapons work. 

Will the manufacturers of the Botulinum vaccine or the 
producers of the DU tanks and shells request Warner type 
legislation for blanket immunity as well? 

Will exposure to DU or the vaccine become another exception 
to the Federal Tort Claims Act? 

At an early stage of a repetitive historical process, the 
Congress has an opportunity to say No More! By adopting the 
actions listed above, the Congress can end years of misuse and 
abuse of those who serve their country and ensure that never 
again will these honorable and patriotic men and women be 
subjected to the humiliation and pain that has been an aftermath 
of service to the United States. 

We know that not every veteran who expresses a complaint 
about health or other service-related matters has in fact a 
service-connected claim and neither the Congress nor the 
Administration can satisfy or resolve every individuals issue. 

But a good faith effort on the part of the Congress to get to the 
bottom of the Gulf War Issues might go a long way toward 
restoring the faith in the basic justice system of the country 
for which these men and women were willing to make the ultimate 
sacrifice, but not ^ ^ sacrificed by the irrational and 
irresponsible attitude of some decision-makers. 

As we wrote in the attached October 1990 resolution and Open 
Letter to the President and Congress; 

This is what we wanted for ourselves. 

It is what we demand for them. 

Thank you for allowing me to submit this written testimony 
and for allowing me to speak before the committee. 
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National Association of 
Radiation Survivors 


Open Letter to President Bush 
and members of Congress 

The members of the National Association of Radiation Survivors, 
being loyal and patriotic Americans, have generally supported the 
policy ofthe United States in the past and continue to do so in the 
present* 

We feel however, that our government has not always played the 
game fairly with us, exposing us either intentionally or unintention- 
ally to unnecessary hazards, such as ionizing radiation, and more 
significantly, denying responsibility for our subsequent conditions 
and blocking our efforts to obtain adequate treatment and just 
compensation for our illnesses. 

Today, many of us have close relatives and friends in the armed 
forces who have been or will be sent to the Persian Gulf area. We are 
extremely concerned when we hear threats of the use of either nuclear 
or chemical weapons in that conflict. We implore our government not to 
use such weapons. We also beseech them to take maximum care to inform 
personnel thoroughly about all the risks to which they might be 
exposed, to provide maximum possible protection of these personnel, 
and, to direct the Department of Veterans Affairs to afford them the 
care and compensation they deserve for any injuries or illnesses 
resulting from the Persian Gulf conflict. 

This is what we wanted for ourselves. 

It is what we demand for then 

This letter was unanimously passed at the 8th Annual Convention of the 
National Association of Radiation Survivors on October 5, 1990. 


P.O.Box 20749 
Odclaiid.CA 94620 


415-635-4886 

1-800-798-5102 
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STATEMENT OF STEVE A. ROBERTSON, DIRECTOR 
NATIONAL LEGISLATIVE COMMISSION 
THE AMERICAN LEGION 

BEFORE THE SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
COMMITTEE ON VETERANS AFFAIRS 
O.S. HOUSE OF REPRESENTATIVES 
JUNE 9. 1993 


The American Legion appreciates this opportunity to testify 
before this Subcommittee concerning the medical care being 
offered to veterans of the Persian Gulf War. We applaud the 
Chairman's leadership for holding a hearing on such a sensitive 
issue. 

On August 2 , 1990, The American Legion and the Vietnam Veterans 
of American filed a law suit against the United States for 
repeated failures to aggressively pursue research on Agent 
Orange. This is the only time in the 74 year history of the 
Legion that it filed a law suit against the federal government. 
That same day, Iraq invaded Kuwait. Ironically, much concern 
centered around the fear that Iraq might use nuclear, chemical 
or biological warfare. 

By October 1990, then President Bush granted three Legionnaires 
permission to visit U.S. troops deployed to Saudi Arabia. Then 
National Commander, Robert Turner (GA) ; his successor, Dominic 
DiFrancesco (PA); and the National Adjutant, Robert Spanogle 
(MI) spent time in the Persian Gulf talking with the troops and 
receiving military briefings. After identifying the material 
needs of the troops, the Legion activated its Family Support 
Network . 

During Operation Desert Shield and Storm, The American Legion 
provided over $500,000 in cash grants to needy military 
families; mailed thousands of cards, letters and packages '*to 
any soldier" ; and provided thousands of volunteer hours cutting 
lawns, changing the oil in family cars, shoveling snow, painting 
houses, baby sitting and other helpful chores. Even the Legion 
Post in Dhahran, Saudi Arabia got into the act by hosting over 
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150,000 troops in their homes, holding picnics at perimeter 
locations, making hospital visits at M.A.S.H. units and 
delivering ice to isolated military units. 

Due to this degree of involvement, the Legion began to receive 
information about sick Persian Gulf veterans. The symptoms 
covered a wide range: fever, diarrhea, skin rashes, fatigue, 
aching joints, bleeding gums, short term memory loss, hair loss, 
respiratory problems and hacking coughs. The possible causes 
covered a broad spectrum to include, but were not limited to: 
inoculations, crude oil, burning oil wells, pesticides, smoke 
from burning landfills, insect bites, poor sanitary conditions, 
diesel exhaust and radiation exposure. 

In July 1991, the Senate Veterans Affairs Committee held a 
series of hearings concerning the readjustment problems of 
returning Desert Storm veterans. In its testimony, the Legion 
addressed several problems to include the health care concerns 
of recently separated veterans, as well as, active duty 
personnel . 

As the number of complaints we received began to grow, the 
Legion published a press release encouraging all ill veterans to 
file a claim with the Department of Veterans Affairs (VA) . Soon 
afterwards, active duty personnel began to contact the Legion 
with their medical concerns. With each new complaint, the 
veteran would tell the Legion of other veterans having similar 
health problems. Before long, a few complaints became many, 
lodged by both active duty personnel and reservists. 

The VA began releasing information on the number of Desert Storm 
veterans being seen at VA medical facilities. Early indications 
showed the vast majority were being treated for psychological 
adjustment problems. The Legion's efforts on behalf of Post 
Traumatic Stress Disorder (PTSD) are well documented. However, 
the Legion became very concerned that PTSD was becoming the 
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"catchall” diagnosis and the real physiological problems were 
not being addressed. 

Initially these veterans reported that the military and VA 
medical professionals diagnosed the symptoms as stress related 
and recommended anti-depressant medication. To many veterans, 
this appeared to exacerbate the problems. When a group of Army 
Reservists in Indiana complained of nagging health problems, a 
group of health care professionals from Walter Reed Army Medical 
Center went to Indiana to examine the veterans. The findings 
were that roost of the problems were stress related. The results 
of that visit, it appears to the Legion, became the standard for 
all subsequent complaints, both within DoD and the VA. 

After conversations with many of the sick veterans, nearly all 
reported that any stress problems they were experiencing stemmed 
directly from the way their medical conditions were being 
addressed by health care professionals. Nearly all of these 
sick veterans have heard: "We can see that you are sick, but we 
don't know what's causing it, but we know it is not from your 
service in the Persian Gulf." 

Shortly after the troops began returning to the United States, 
there was a ban placed on Persian Gulf veterans from donating 
blood due to a disease called leishmaniasis, a blood parasite 
transmitted by a sand fly bite. Very little information was 
known about this disease and there are very few leishmaniasis 
experts in the United States. Mr. Chairman, there is no test 
commercially available to accurately detect leishmaniasis. 
There is no test that can be economically conducted on large 
numbers of veterans. Medical experts claim that this disease 
may remain dormant for many years, then become active when the 
immune system becomes weak. The normal symptoms are skin 
lesions, fatigue and aching joints. A patient can even be 
asymptomatic. There are still many unanswered questions 


concerning this disease. 
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The Legion finds it hard to believe that only a handful of cases 
have been detected from the over 500,000 troops deployed. It 
has been reported that Saudi Arabia normally has about 16,000 
cases reported a year. If so little is known about 
leishmaniasis and testing is so inaccurate, how can military and 
VA health care professionals rule out the disease on a large 
scale? 

I attended a meeting of the Armed Forces Epidemiological Board 
in October 1992 when the recommendation was made to lift the ban 
on blood donation by Persian Gulf veterans. The experts on 
leishmaniasis did not produce any hard, clear facts to prove 
leishmaniasis could not be transmitted by transfusion or to 
justify lifting the ban. In fact, one of the experts suggested 
keeping the ban in effect until a test could be perfected to 
accurately detect leishmaniasis. That recommendation fell on 
deaf ears . 

Mr. chairman, military health experts have admitted that Persian 
Gulf veterans were exposed to depleted uranium because they 
still carry depleted uranium shrapnel as a result of friendly 
fire. The Persian Gulf War was the first time U.S. forces used 


depleted 

uranium, therefore, the 

adverse 

effects of 

tens 

of 

thousands 

of rounds being fired 

by the 

A-lO's and 

the 

M-1 


Abram's tanks may not be fully realized. Also, depleted uranium 
is used in the tank's turrets to provide additional protection 
from armor-piercing rounds. 

Many of the ill veterans have expressed concerns over the 
inoculations received while in the Persian Gulf. Many soldiers 
received inoculations for anthrax and botulism yet no 
annotations were made on their shot records or documented in 
their medical records. In most cases, the veteran was not given 
the option to refuse the shot. Veterans were also given some 
medications to combat exposure to nerve agents. Questions about 
the side effects of these pills have also been asked. 
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The smoke from the oil well fires is still etched in the minds 
of all those who saw them. Many veterans are deeply concerned 
about the hydrocarbons and other by-products of such large scale 
burning. The smoke from the landfills is also another concern 
since there appeared to be absolutely no quality control 
measures associated with the burning. Such items as lithium 
batteries, plastic water bottles, aerosol cans and used oil were 
often items placed in dumpsters and taken to the landfills. 

Pesticides were used to combat insects, such as, flies, ticks 
and fleas. In "tent cities," food, clothes, drinking water and 
sleeping quarters were exposed to the "bug spraying fog 
machines" used to dispense the pesticides. Pots, pans, stoves 
and grills used by the food handlers were also exposed. Some 
units were issued cans of insect repellant that were to be 
sprayed on uniforms, tents, mosquito netting and sleeping bags, 
but not directly on the skin. 

The American Legion was pleased when the Department of Defense 
(DoD) began a Persian Gulf Registry to track who was deployed to 
the Persian Gulf and where their unit was located. However, 
this registry failed to record those veterans reporting medical 
problems. To date, DoD does not have an accurate listing of how 
many active duty personnel have complained of medical problems 
that the veterans believe may be connected to their service in 
the Persian Gulf. The only numbers that they report are the 
confirmed cases of leishmaniasis (28) and depleted uranium 
exposure (35). There is no list of the growing number of active 
duty personnel who have complained of continuing health problems 
and those who have to seek treatment at their own cost outside 
the DoD medical system. DoD fails to recognize those who have 
received medical disability since returning and that DoD insists 
is not related to service in the Persian Gulf. It is amazing 
the similarities between the way these veterans are being 
treated and the ways Vietnam veterans were treated. 
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The Legion was pleased when VA and Congress agreed that a second 
registry was needed for Persian Gulf veterans who were 
complaining of continuing health care problems. Simple baseline 
physicals were desperately needed. The Legion discovered, and a 
GAO report later confirmed, that many Persian Gulf veterans were 
discharged without separation physicals. Many of those veterans 
who did receive a separation physical found the physical to not 
be very thorough and documented complaints were not taken 
seriously by the attending physicians. 

An area of great concern to the Legion is the failure of DoD and 
VA health care professionals to consider findings of health care 
professionals outside the government health care systems. 
Repeatedly DoD and VA spokespersons have said that they will do 
everything possible to discover the problems faced by Persian 
Gulf veterans. Many veterans and active duty personnel have 
sought diagnosis and treatment from environmental specialists 
for chemical sensitivity. A doctor in Louisiana has 
successfully treated three Persian Gulf veterans for two types 
of bacteria and yet his diagnosis and treatment has been 
rejected at face value by both DoD and VA without any 
investigative measures undertaken. The rejection, as we 
understand, was via telephone conversations. The Legion 
recommends that VA and DoD should either prove him wrong or use 
his technique to diagnose and treat other veterans. 

The American Legion is pleased and honored to have a member of 
its professional staff as a member of the VA's Blue Ribbon Panel 
to review the medical problems of Desert Storm Veterans. The 
Legion hopes that the members of that Panel will review the 
official proceeding of this hearing and thoroughly investigate 
the complaints lodged here today. The Legion would strongly 
recommend, as a minimum, a large scale epidemiological study 
done by a nongovernmental agency. 



248 


Mr. Chairman, the Legion applauds those private citizens who 
have joined its efforts on behalf of the ill Desert Storm 
veterans. Their persistence, dedication and determination have 
helped to unite veterans who felt lost, rejected and forgotten 
into coalitions seeking medical help and justice. They too have 
seen veterans go into serious debt seeking medical answers, 
while their family members had to watched their lives go into a 
financial tailspin. 

America praised the victory of Operation Desert Storm. The 
streets were lined in Hometown, USA to cheer these returning 
veterans. Yellow ribbons and flags were everywhere. Patriotism 
was contagious. But now the cheers have faded, the ribbons are 
gone and the flags are furled. Some of the returning heroes are 
sick, jobless and desperate. Who will come to their rescue? 
Who will they turn to in their time of need? Who will make 
them whole? Who will restore their faith "in the system?" Who 
will treat them like heroes? 

These veterans ask for no more of their government than what 
their government asked of them: dedication and commitment. 
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STATEMENT OF ROBERT S. EARRISEY 
TO THE SOBCOHMITTEE ON OVERSIGHT AND INVESTIGATIONS 
COMMITTEE ON VETERANS AFFAIRS 
O.S. HOOSE OF REPRESENTATIVES 
JDNE 9. 1993 

Mister Chairman and Members of the Subcommittee: 

My name is Robert G. Larrisey and I am a resident of Chalfont, 
Pennsylvania. I am also a Persian Gulf veteran, and have encoun- 
tered many problems trying to get service connection for medical 
and psychological problems I have incurred as a result of ser- 
vice to my country. I request that this statement be included 
in the official records of this hearing. 

As a member of the Air Force Reserve, I was called to active 
duty on December 27, 1990 and was deactivated on June 20, 1991. 
During my active service I was deployed to the Sultanate of 
Oman, which is on the eastern end of the Arabian peninsula, from 
January 6 through April 25, 1991. 

Upon my return to the U.S., I began to experience recurring skin 
problems (skin irritations with oozing sores) , high blood pres- 
sure, and extreme psychological distress which I believe are 
directly related to my service in the Persian Gulf. In addition 
to the physical and psychological problems I have suffered, I 
have been subjected to extremely rude, cynical, and unprofession- 
al behavior on the part of Department of Veterans Affairs (VA) 
personnel when I sought to document my symptoms and file a claim 
for service connection. 

My last experience with the VA was in May of 1993, when Mr. Dave 
Allen visited the 913th Air Reserve Facility in Willow Grove, 
PA. Hr. Allen is a VA representative at the Pittsburgh VA Medi- 
cal Center. At that time he left some forms relating to the 
VA's Persian Gulf War Registry for the members of my unit to 
fill out and return to VA for evaluation. I filled out these 
papers, listing all my problems, and returned them to Pitts- 
burgh, in care of Mr. Allen. 
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Two weeks later Mr. Allen telephoned me. He told me that he had 
been to Willow Grove to tell us about the Gulf War Registry, and 
that there was nothing that he could do for me. I was further 
told that I should go to my Senators and Congressman and com- 
plain about my problems. I should also point out that when Mr. 
Allen was at Willow Grove originally, he did not meet with any- 
one who had served in the Gulf. Further, Mr. Allen asked me not 
to come, when he comes back again. 

This situation all began in June 1991, when I filed a claim for 
service connection with VA. In October of that year I was in- 
formed that my claim had been denied because of lack of evi- 
dence. In December 1992, I went to the Philadelphia VA Medical 
Center to have my condition documented for the Gulf War Regis- 
try. My wife and I waited in the emergency room for 4 1/2 hours 
before finally I was seen by a doctor. 

During that time we saw many VA personnel just sitting, doing no 
work whatsoever. The attitude of most of the personnel was very 
rude and impersonal. When we were asked why we were there, we 
told them that some friends in Washington DC suggested that we 
get the rash documented, and have my condition added to the 
Registry. I was told, "I don't care about your friends in Wash- 
ington . " 

The doctor we finally saw was a foreign woman, with such a thick 
accent that we could not understand each other. In the course 
of her examination of me, we never saw her wash her hands or use 
gloves or any kind of protection. I was not told of any diagno- 
sis of my unknown skin problem. 

Every time the skin condition occurs, I have had it documented 
in my Air Force Reserve medical record. One particularly frus- 
trating episode occurred in April of 1992 on a training week- 
end. I began to itch so badly I went to the Air Force dispensa- 
ry. Much to my dismay, the Air Force dispensary was closed, so 
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I was turned over to the Navy dispensary. The Naval dermatolo- 
gist made an incorrect prescription, which intensified the irri- 
tation and caused the sores to weep and ooze badly. At about 
this same time I began to experience elevated blood pressure, 
which was measured at this time at 190/120. 

After this extremely frustrating episode, I went to the Universi- 
ty of Pennsylvania Medical Center for a diagnosis of my condi- 
tion. It was diagnosed as nummular diffuse eczema. Antibiotics 
have been prescribed for the skin infections I have experienced 
and synalar ointment for the running sores. It was not until 
February 21 of this year that a VA dermatologist agreed with the 
diagnosis and the treatment for my condition. 

In July 1992 I went to the Veterans Outreach Mental Hygiene 
Clinic in Philadelphia for an evaluation. I was interviewed by 
a young woman who entered all my information into her computer. 
After a time, she informed me that my condition was not service- 
related, and that I would have to prove that it was, in fact, 
service-related. One month later I received a bill of $60 for 
this service, but was told not to pay it. 

This $60 bill has also caused me some measure of anxiety. In 
February of this year, I received a second billing for the evalu- 
ation mentioned above. I telephone the VA in Philadelphia and 
told them I was told not to pay this bill, though I could not 
tell them the name of the person who gave me this advice. 

In March of this year another bill for $60 arrived, with inter- 
est. I contacted the VA, and spoke to another VA employee who 
later told me that my records had been lost. However, I re- 
ceived a fourth billing shortly afterwards, with my name spelled 
correctly and my correct Social Security number on the bill. 

In April I wrote to Mr. Pat Appigani, Chief of Medical Services 
at the Philadelphia VA Medical Center about this $60 bill I was 


72-939 0 - 94 -9 
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told on three occasions not to pay. I also Included in that 
letter my experiences at the Philadelphia Medical Center in 
December of 1991. Copies of that letter were sent to U.S. Sena- 
tor Arlen Specter, American Legion Legislative Director Steve 
Robertson, and U.S. Representative James Greenwood. 

Later that month, I was contacted by a Ms. Roslyn Harris on 
behalf of Mr. Appigani and asked to provide the name of at least 
one person who had advised me not to pay this $60 bill. My wife 
then phoned Ms. Linda Wilson, Deputy Director at the Baltimore 
VA. During the course of their conversation Ms. Wilson told my 
wife, "Give the veteran a quarter and have him handle his own 
affairs," which upset my wife terribly. I was so incensed at 
Ms. Wilson's callous, unfeeling attitude that I returned her 
call and informed her, "You told me to spend a quarter and I'm 
spending it." 

In the meantime, I continued to pursue my claim for service 
connection. In August of 1992, my information was submitted 
through the office of Representative Peter Kostmayer on my be- 
half. Even so, VA denied my claim. I tried again one month 
later, as a service representative of the Vietnam Veterans of 
American collected my papers relative to the appeal process and 
personally dropped them of at VA to an unnamed person. Unfortu- 
nately, he did not get a receipt for them. After getting no 
response from VA, earlier this month I was advised by Mr. Dwight 
Edwards, an official of the Pennsylvania Vietnam Veterans, to 
submit the same information with an updated letter to VA, asking 
that the appeal process be reopened. Inquiries to VA have re- 
vealed that they did not have the information sent to them in 
September 1992. 

Also in September of 1992, we received information about the 
VA's Gulf War Registry from Linda Wilson in Baltimore. The 
article listed a Ms. Renee Davis at the Philadelphia VA Medical 
Center as the coordinator for the Registry. My wife called the 
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VA to set up an appointment with Ms. Davis. Once my wife told 
the woman why she was calling, Ms. Davis told my wife, "I don't 
care what paper you have, I am not the coordinator, and I don't 
know who is." My wife then spoke to another person and set up 
an appointment to for an interview when they began. I was put 
on the VA's Persian Gulf War Registry in October of 1992. Howev- 
er, two months later when we made a call to the Philadelphia VA 
concerning the registry, we were directed back to Ms. Davis, who 
told us, "I am now the coordinator of the Registry, and you talk 
to me." 

During the time that I was trying to deal with my physical prob- 
lems, I also participated in several psychological counseling 
sessions between July, 1992 and May, 1993. I found these meet- 
ings to be generally unproductive, as the major focus of these 
sessions was on Vietnam veterans and not on Gulf War veterans. 
Financial planning was discussed at one session, while a so- 
called "marriage encounter" took place at another. However, 
each of these programs occurred because they were of interest to 
the counselor, not because they were requested or needed by the 
participants . 

My wife and I lodged several complaints, specifically in October 
1992 and in April 1993, about the lack of sensitivity to the 
needs of Gulf War veterans at the counseling sessions. We were 
scheduled for another meeting this month, but we cancelled that 
appointment and went to a private psychologist instead. My wife 
and I felt that after ten and a half months that VA had done 
nothing right for us. 

To date, Mr. Chairman, I have incurred unpaid medical insurance 
costs in excess of $3,400. Since June, 1991 I have also lost 
more than 135 hours from work. While these amounts may sound 
paltry, they are not paltry to me or my wife. Furthermore, 
there is just no reason for the consistently rude, unprofession- 
al, uncaring behavior which we have encountered within the VA 
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system. My wife was sexually harassed and verbally insulted 
while I was serving this country overseas. In ray opinion, the 
treatment I have received at the hands of the Department of 
Veterans Affairs has been no less shabby. 

Mr. Chairman, we have given our side of the story over and 
again, and have been given only lip service by the arm of the 
federal government supposedly dedicated to serving veterans and 
their needs. We feel as though we have almost been reduced to a 
state of begging and groveling for services from VA, as though 
we were charity cases. We are not asking for charity; we are 
simply asking that a "grateful" nation honor the promises it 
made to its service members as they fought for this country and 
the principles it embraces. 

Mr. Chairman, that concludes my statement; I thank you for your 
attention . 
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STATEMENT OF 

BOB MANHAN, ASSISTANT DIRECTOR 
NATIONAL LEGISLATIVE SERVICE 
VETERANS OF FOREIGN WARS OF THE UNITED STATES 

BEFORE THE 

SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
COMMITTEE ON VETERANS' AFFAIRS 
UNITED STATES HOUSE OF REPRESENTATIVES 

WITH RESPECT TO 

THE HEALTH CARE CONCERNS AND PROBLEMS OF 
PERSIAN GULF WAR VETERANS 


WASHINGTON, D.C. JUNE 9, 1993 

MR. CHAIRMAN AND MEMBERS OF THE SUBCOMMITTEE: 

Thank you for inviting the Veterans of Foreign Wars of the United States (VFW) to 
participate in this oversight hearing. Many of our 2.2 million members are veterans of the 
combat areas of Operation Desert Shield/Operation Desert Storm, which began in August 1990 
and is ongoing. 

Historically, the VFW has always strongly supported our country's involvement in this 
strategic part of the world. Over the past two and a half years two of our VFW National 
Commanders visited American troops on the battlefield. In August of 1992, at the VFW's 93rd 
National Convention, this organization unanimously passed Resolution No. 640 entitled, "VA 
Presumptive Care For Persian Gulf Veterans”. A copy of the resolution is attached to our written 
testimony. The two key points regarding this resolution are that it calls for recognizing 
respiratory disorders and the creation of a registry for Persian Gulf veterans who seek medical 
treatment. Both of these recommendations became law when incorporated into "The Veterans 
Health Care Act of 1992”. 

The VFW's medical consultant, Turner Camp, M.D., was a member of the Department of 
Veterans Affairs Persian Gulf Expert Scientific Panel. Dr. Camp is also attending this hearing. 

The nature and extent of health care concerns and problems reported by Persian Gulf 
veterans range from infectious diseases such as leishmaniasis from insect bites, exposure to 
chemical/biological agents, contaminated food or drink, chronic fatigue syndrome (CFS), and 
Post Traumatic Stress Disorder (PTSD). The VFW is satisfied that both Department of Defense 
(DoD) and Department of Veterans Affairs (DVA) have taken a completely different approach to 
a new generation of veterans and their illnesses and/or complaints in contrast to the position 
taken when Vietnam veterans complained of illnesses and diseases that were finally recognized 
in 1991 as being directly related to the chemical defoliant called Agent Orange. 

The Persian Gulf Registry also reflects the volunteer forces' illnesses/complaints by race, 
age, rank, and gender. Our information comes primarily from the more than 3,970 registry 
examinations completed by the VA as of March 1 993. The VA has also set up three special 
environmental medical referral centers at its hospitals in West Los Angeles, California; Houston, 
Texas; and Washington, DC. These special centers have admitted, through March 1993, an 
additional 20 veterans where unusual symptoms had not been diagnosed at other local VA 
medical centers. It is also a fact that at least another 72,000 Persian Gulf veterans have received 
some degree of VA medical care since leaving active duty. Their illnesses have ranged from flu- 
like symptoms, chronic fatigue, and bleeding gums to loss of hair and pulmonary disorders. 
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Of real concern to the VFW is the issue of veterans who may be victims of petroleum 
poisoning. During the war, the Naval Medical Research Institute determined that servicepersons 
near oil well fires were exposed to a number of health risks. Now, the Army states that it can 
find no definitive link between the oil fire exposure and Persian Gulf War veterans' symptoms. 
The VFW also knows that veterans who suffer from unusual symptoms blame not only exposure 
to oil well fires, but on unproven DoD vaccinations containing botulism, anthrax, and other 
environmental contaminants of unknown origin. TTierefore, the VFW, along with AMVETS, 
DAV, and PVA, have concluded in our Independent Budget for Veterans Affairs (IBVA) for 
Fiscal Year 1994 that investigations into these unexplained disorders must continue until some 
satisfactory explanations are found. VA agrees with the General Accounting Office (GAO) 
report of 1992 which states that it is not known how exposure to the smoke from burning wells or 
other environmental conditions may affect veterans in the future and that, therefore, their health 
should continue to be monitored. 

On a related issue, the VFW is satisfied with the overall efforts of the 32 Persian Gulf 
War Family Support Program sites in some 26 states. These centers have provided marriage and 
family counseling services for Persian Gulf War veterans, their spouses, and their children. Part 
of the Family Support Program staff still consists of 36 temporary counselors hired in FY 1991. 

The VFW does have two major concerns involving health care and research. 

Specifically, the VFW wants to ensure a continuation of the best possible medical care for 
Persian Gulf veterans. One way to guarantee that this happens is to immediately integrate the 
information on DoD's active duty registry with the VA's registry. The serviceperson's social 
security number is the obvious way to accomplish this. The results will guarantee to all active 
duty Persian Gulf participants that reversion to veteran status will not entail extensive searches 
for retired medical records or prolonged waits for a current VA medical examination to 
determine if the^ have or had any medical problems related to their Persian Gulf period of 
service. 


Finally, the VFW is concerned about the sharp reduction in FY 1994 VA dollars for 
medical research. The VFW feels it is essential, at a minimum, to provide the necessary funds 
allowing early medical research to continue in the specific fields of Multiple Chemical 
Sensitivities (MCS) and Chronic Fatigue Syndrome (CFS). If this course of action is pursued for 
FY 1994, the VA will also benefit by being able to maintain the extremely cost-effective 
cooperative studies they are presently involved in with DoD’s greater medical community. The 
VFW is in no position to begin to estimate the minimum total dol lar amount needed to meet our 
"bare bones" research requirements. However, we feel VA, if asked, can and will provide the 
requested information. As an aside, because most of the research personnel are already federal 
government employees, there will be very little payroll savings to the taxpayer. The problem is 
simply which government agency must request the appropriations. 

This concludes the VFWs formal statement. Both Dr. Camp and I will be happy to answer 
any questions you, Mr. Chairman, or any of the subcommittee members may have. Thank you. 
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Resolution No. 640 


VA PRESUMPTIVE CARE FOR PERSIAN GULF VETERANS 


WHEREAS, many Armed Forces personnel who served in the Persian Gulf War 
contacted diseases endemic to that region such as dysentery, schistosomiasis, 
malaria, leishmaniaisis, Congo-Crimeanhemorrhagic fever, and others; and 

WHEREAS, some diseases, due to their nature, have presented diagnostic 
difficulties and some have proven resistant to standard antibiotic therapy; and 

WHEREAS, certain endemic diseases may, because of varying incubation periods 
and other factors, take months and even years to become manifest; and 

WHEREAS, in addition to endemic diseases, many members of the Armed Forces may 
have incurred respiratory disorders, in some cases with long-term effects, as 
a result of inhalation of carboniferous gas caused by the oil fires set by 
Iraqi troops; and 

WHEREAS, those individuals who contacted diseases or potential disease causing 
agents while performing duty in the Persian Gulf War deserve proper medical 
care from a "grateful nation"; now, therefore 

BE IT RESOLVED, by the 93rd National Convention of the Veterans of Foreign 
Wars of the United States, that the Department of Veterans Affairs provide, on 
a presumptive basis, appropriate medical examinations and treatment, including 
follow-up treatment, to all veterans of the Persian Gulf War who report signs 
or symptoms that may be associated with diseases endemic to that war region 
and other conditions related to that experience; and 

BE IT FURTHER RESOLVED, that the Department of Veterans Affairs maintain a 
registry of Persian Gulf veterans who seek such treatment to be used in case 
service-connected presumptions are later established. 


Adopted by the 93rd National Convention of the Veterans of Foreign Wars of the 
United States, held in Indianapolis, Indiana, August 14-21, 1992. 


Resolution No. 640 
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INTRODUCTION 


Mr. Chairman and members of the subcommittee, Vietnam Veterans 
of America (WA) is pleased to have the opportunity to present 
testimony regarding the experiences of Persian Gulf War veterans. 
Under the circumstances, we take an opportunity to discuss a full 
range of issues concerning Desert Storm veterans that ultimately 
will bear on the claims for benefits these veterans will file in 
the future . 

In order to establish the credibility of WA's concern for 
veterans of Desert Storm, at our founding convention WA pledged 
that never again shall one generation of veterans abandon another. 
That pledge, however, is not all that brings us here today. 

Thousands of Vietnam war veterans served in Operation Desert 
Shield and Desert Storm. Although not as famous as their 
commanding general, many were Vietnam veterans who remained on 
active duty after the close of the war in Vietnam. Many of the 
young volunteer active duty military, Reservists and National 
Guardsman and women are children of Vietnam veterans or relatives 
of Vietnam veterans. The interest and involvement of WA is both 
direct and heart felt. These are our brother and sister veterans 
as much as they are our sons, daughters and loved ones. 

The terrain and the climate of the war they fought was 
different from our war of a quarter-century ago. So too was the 
support they received from the nation during the war and the 
welcome home they received at it's conclusion. Let the record 
reflect that their welcome home celebration became, in part, ours. 
In New York City, for example, thousands of Desert Storm veterans, 
after completing their march, doubled back along the parade route 
and entered the groups of Vietnam veterans . They stated over and 
over again, "If it were not for you Nam-vets, we would not have 
this, and we know it." We supported them during the war, and 
support them now. 


CLAIMS FOR BENEFITS 

Now more than before, is when they need our support the most. 
The parades are over and the pats on the back are ended. The harsh 
reality of being incapacitated mentally or physically has replaced 
the euphoria of a victorious return. The knowledge that those who 
sent you to war are, generally, no longer concerned with your well 
being is a traumatic shock. The stark realization that the 
Department of Veterans Affairs (VA) , who the military leadership 
had promised would take care of your problems when you were 
discharged is not in the business of approving claims but 
disproving claims, leaves the veteran frustrated, angry and feeling 
betrayed by the nation he or she served. Those are the realities 
faced by veterans and their families, regardless of the claims of 
the Department of Defense (DOD) and the VA that this war produced 
no serious health problems. Further, these agencies state that the 
government is doing all it can to correct those problems that it 
has identified. WA would like for that to be true and, while it 
may be true in some very clear cut cases, such as wounds received 
in battle, it is not true in the case of illness and mental 
disorder. It would appear that the old adage of "show me the scar 
and I'll believe you are disabled" holds more weight than ever 
before. The veteran who is missing a limb as a result of a combat 
wound is more readily believable than a veteran who is suffering 
from rectal bleeding, dramatic weight loss, hair loss (which 
returns with complete loss of pigment) , chronic diarrhea, 
debilitating fatigue, muscle and joint aches and on and on ad 
nauseum. 

It would be unfair to indicate that only Desert Storm and 
Shield veterans have problems filing claims with the VA. In 
fairness, WA agrees that all veterans have problems filing claims 
with the VA. The VA seems to operate in the same mode as the 
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Defense Intelligence Agency working on POW/MIA issues. That mode 
is to disbelieve, disprove and discredit all claims, allowing only 
those claims that cannot beyond a shadow of a doubt be disproved to 
flow through the sluggish claims process. All other claims that 
have been denied are forced through lengthy appeal and reappeal 
processes. In fact, most veterans become so frustrated with the 
delays in the system that they finally give up. This is not 
because their case is not valid, but because they cannot endure the 
additional emotional strain and financial cost of pursuing their 
claims . 

Desert Storm veterans face a more serious problem filing 
claims for benefits than most veterans. The recent practice of not 
providing exit physicals to discharging veterans, sponsored by the 
DOD, fails to alert discharging veterans of health problems they 
might not have previously noticed. Recent conversations with 
discharging Desert Storm veterans from Fort Dix, New Jersey 
indicate that the only medical exam they were given was an eye 
exam. Further, the VA, supported by DOD, is already preparing to 
deny claims even before they have been filed and, while it may be 
unintentional, at least one military medical official may have 
biased VA medical personnel against testing for several potential 
causes by his commentary in the VA's October, 1992 Persian Gulf 
Review, These claims that are being dismissed, almost out of hand, 
are claims associated with chemical exposure, parasitic exposure 
and radiation exposure. 

PERSIAN GULF HEALTH REGISTRY 

Congress deserves significant credit for the establishment in 
the Veterans Health Care Act of 1992 of the Persian Gulf Veterans 
Health Registry. This tool, listing every individual who served in 
the Persian Gulf theater of operations, will allow a valid and 
committed researcher to identify who was there and to have a data 
base for statistical analysis. The problem is, however, that 
statistical analysis can never substitute for an epidemiological 
study and, when combined with the Department of Veterans Affairs 
ten year contract with the NAS, will only provide statistical data 
about what has already occurred. Yet even with these tools, 
veterans are already being denied claims because their medical 
records cannot be located or their military record fails to reflect 
their service in the Gulf. 

While the VA has published the Persian Gulf Registry 
requirements, it is significant to note that Reservists and 
National Guard personnel are not being tracked through the VA 
system. This information had to be obtained through a Freedom of 
Information Act (FOIA) request. 

HEALTH CARE NEEDED 

Further, while the VA has designated several facilities to 
handle the severely affected Gulf War Veterans, it is incumbent 
upon Congress to understand what happens when an individual reports 
to one of those facilities. As an example, I would offer Mr. Nick 
Kresch. Mr. Kresch has been suffering from fatigue, joint and 
muscle aches, rectal bleeding and plethora of other health 
problems. He was advised to go to the specialized facility in Los 
Angeles by a VA facility in Illinois. Mr. Kresch is unable to work 
and is without funding. Upon arrival in Los Angeles, the VA 
facility denied knowledge of his coming. He was kept in the 
emergency room for over six hours. He met with a panel in the 
hospital at which time he was advised that he would have to stay in 
the domiciliary unit. He would be responsible for the cost of his 
meals and for the privilege of staying, his job would be to wax and 
buff floors. Is this the method of specialized care that these 
veterans are to be treated to- -to arrive without notification, to 
be put on a labor gang when you have reported that you are too sick 
to work? Mr. Kresch may have been exposed to chemicals which are 
causing his problems. It make no sense to assign him to duties 
that include exposure to dust and wax vapors . 
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Similarly, when Gulf veterans report to a general VA facility 
or to one of these designated care centers, there is at least some 
evidence to suggest a deliberate deemphasis of the seriousness of 
the symptoms reported. The medical worksheet used to track Persian 
Gulf veterans' medical problems is so cursory that overall 
examinations must be seen as only half hearted (see attached 
worksheet) . 

THE PROBLEMS ARE REAL, NOT IMAGINED 

WA does not profess to be an expert in the field of 
epidemiology, nor do we profess to be medical experts. What we do 
contend, however, is that we can tell you that the veterans and the 
families of the veterans who served are worried about the 
environmental hazards they have been exposed to and they are 
concerned about the health impacts, not only upon themselves, but 
their families. Many veterans report that their wives have been 
suffering miscarriages, hair loss, kidney infections and rashes 
complete with lesions. They are both concerned and angered by the 
glib answers being given. Many are tired of being told that their 
symptoms are caused by chronic fatigue syndrome (CFS) or PTSD. We 
refuse to believe that all of these symptoms are in their heads. 

These veterans are afraid of their deteriorating health. They 
are afraid of the economic disaster that they have already 
encountered by paying out of pocket for diagnosis and treatment 
that should have been provided by the VA. They are afraid that 
they cannot or will not be able to work and provide an income for 
their family. They are afraid that, even if allowed to work, they 
will not be able to secure medical coverage or life insurance for 
themselves and their families without paying exorbitant premiums or 
being eliminated from reimbursement for pre-existing conditions. 
For those who already possess medical coverage, they are slowly 
depleting their lifetime maximum benefits by filing claims against 
their insurance that should have been covered by the VA. 

These concerns are not diminished in any way by the 
government's reliance upon specific scientists who for years seemed 
to think that Agent Orange was a soft drink. General Ronald R. 
Blanck, now the commander of Walter Reed Army Hospital and a member 
of the Persian Gulf Expert Scientific Panel appointed by VA 
Secretary Jesse Brown (WA was not invited to serve on this panel) , 
has been quoted as reporting that extensive evaluation at Walter 
Reed Army Medical Center and certain VA hospitals by the Reserve 
Component medical system and thorough epidemiological 
investigations have failed to show any commonalty of exposure or 
unifying diagnosis to explain a wide range of symptoms that have 
shown up among veterans since the Gulf War. If that is so, than 
one would be asked to accept as fact that the diagnoses of CFS, 
Chrones Disease, Fibromyalgia and Alopecia given to many active 
duty personnel and veterans is simply coincidental and has nothing 
to do with their service in the Gulf war. 

GOVERNMENT HAS BEEN PROVEN UNTRUSTWORTHY 

The burden of proving that their ailments are related to 
exposure to chemicals, depleted uranium, sand flies (parasitic 
infection) , modified (untested) vaccines/inoculations and possible 
enemy chemical and bacteriological agents must not be allowed to 
rest on the shoulders of the veterans and their families. Their 
testing and diagnosis must also not be allowed to remain within the 
realm of the VA, the CDC, the or the DOD. These agencies have 
historically shown a vested interest in the outcome of studies and 
the value of their research will forever be questioned by the 
veterans community. Some have an interest in denying 
responsibility while others are motivated by purely fiscal 
considerations and all are subject to political whims and 
direction . 

What is necessary is a bold step, one that should have been 
taken long ago. Congress must act immediately to establish 
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entirely independent testing, diagnostic and treatment facilities 
throughout this nation. 


INDEPENDENT TESTING, DIAGNOSIS AND TREATMENT 
IS NEEDED 

These facilities must be connected with universities or hospitals 
that specialize and are on the cutting edge of diagnosis and 
treatment of occupational illness (specifically chemical and 
radiation exposure) , Multiple Chemical Sensitivity, cancer research 
and parasitic infection (see attached article on Multiple Chemical 
Sensitivity in Gulf veterans) . These facilities must be allowed to 
operate without restriction and/or interference from the DVA, DoD, 
or CDC. Their findings must be combined and compared and published 
openly, without prior review or comment by the aforementioned 
agencies. They must be allowed to confidentially examine, diagnose 
and treat not only veterans, but active duty military, National 
Guard and Reserve veterans of Desert Storm and Shield. They must 
be allowed to examine, diagnose and treat family members of 
veterans including children conceived after Desert Storm and who 
report adverse health affects. Finally, their diagnosis must be 
accepted without challenge by the VA. 

As part of this proposal, we strongly recommend the 
establishment of professional teams of specialists who can travel 
to Kuwait and conduct medical status surveys of the indigenous 
population. In this way, a better picture can be ascertained of 
what symptoms and medical conditions are common to both our 
veterans and the local population. 

We realize that the cost of such a project could be great. 
Consider, however, the cost to each individual veteran and their 
family if we do not undertake such a project. Consider the cost to 
this nation in the knowledge that our youth has been sent to war 
and will be abandoned upon their return simply because the cost of 
legitimate diagnosis and treatment is too great for this nation to 
bear. 


Those who have already borne the cost must be compensated 
immediately for their outlay. The undiagnosed and untreated 
"Desert storm Syndrome" has already cost them more than they should 
be expected to pay. 

The United States government should immediately undertake 
negotiations with the grateful government of Kuwait and secure 
their financial participation to offset the cost. If these now ill 
veterans of the Gulf war had not fought, Kuwait would not have 
regained their oil fields and vast wealth. If this nation can add 
an energy tax to increase it's revenue to pay for other programs, 
we can most assuredly divert some of that tax to this program to 
treat those who helped preserve our low cost of energy. 

Diagnosis, research and treatment cannot be our only concern, 
however. The inability of these affected veterans to secure 
gainful employment and the financial burden that has already been 
placed upon them are contributing to their plight. Again, while we 
realize that it is a bold move, we strongly urge Congress to allow 
a partial reopening of the military installations that have been 
scheduled for closure, specifically those installations equipped 
with hospital facilities and base housing. It is our sincere 
belief that equipping and modifying one of these hospitals to 
function as a facility for diagnosis and treatment of multiple 
chemical sensitivity, another for radiation exposure, etc., will 
reduce the cost of this program. Additionally, the housing units 
could be used to house the families of veterans who are involved in 
the program. This type of program would allow the family to exist 
as a unit and prevent the impending financial and emotional 
disasters that have already claimed many. If McDonalds can 
recognize the need to keep families together through the Ronald 
McDonald Houses, the government can surely do the same for those 
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who have protected this nation and served at our government's 
request. The question is should the men and women who defend our 
nation, allowing our freedoms to exist and flourish, be denied the 
best treatment available? 


HORROR STORIES 

For purposes of illustration, a few examples are in order. 
First we refer you to Mrs. Hester Adcock, whose son, a Desert Storm 
Reservist veteran, died of T. Cell Lymphoblastic Lymphoma last 
year. Her son was not treated by the VA, but by a civilian 
hospital. The cost of his treatment, financially, was over 
$300,000.00 and borne by his commercial insurance carrier. On his 
death bed, he begged his mother not to allow this issue to be 
forgotten or neglected- Nothing you or we can do will lessen Mrs. 
Adcock's loss or replace her son. Nothing we can do can lessen the 
pain and anger that she feels towards the abandonment of her son by 
all but her family. What we can do, however, is insure that no 
other mother of a veteran will be forced to endure the same 
abandonment. Mrs. Adcock is here today, we strongly urge the 
subcommittee to discuss this issue directly with her. 

While you consider the death and treatment of Mrs. Adcock's 
son, keep in mind Karen May, of New York. Her husband is also a 
veteran of Desert Storm. His job was to transport ammunition for 
the Field Artillery of the 1st Cav. He was diagnosed after his 
discharge with Squamouscell Carcinoma of the Nasal Septum, Para 
Nasal Sinus and Nasal Cavity. His nose, upper jaw, the roof of his 
mouth and divas bone at the back of his face were removed. It is 
malignant- He has also been treated with radiation therapy and is 
now addicted to codeine. His family had sent a letter to the VA 
requesting an appointment in June. Finally, they walked into the 
VA in August and her husband was treated for allergies. Had it not 
been for the persistence of his wife, the VA would have refused 
further treatment. We will be more than happy to put you in 
contact with Mrs. May. Something must be done to alleviate the 
financial and emotional burden that this family has endured. 

Nick Kresch also served in Desert Storm. His treatment was 
briefly described in this testimony. It is important to note that 
his treatment from the VA includes the taking of 40 to 60 
milligrams of Methadone on a daily basis. On a recent admission to 
a VA facility in Washington, when he was finally admitted, the head 
of the physchiatric department, without looking for the reason of 
Mr. Kresch' s prescription by the VA for methadone, stated, bluntly, 
"so, you're addicted to heroine!" Mr. Kresch and his wife are 
divorcing because of the terrible emotional and financial strain 
associated with his illness. 

Frank Davis, a Navy E-5 who ran three miles a day before 
Desert Storm cannot run at all now. Severe stomach pains sent him 
on sick call. They suspected a blood disease, but could not 
identify it. Pains in the right side of his brain followed, then 
more in his bones and liver. The tests show nothing. "It's like 
being shot with a bullet made of ice,” he says. "The wound is 
there, but there's no bullet.'* He fears the Navy will dump him and 
let the VA take responsibility. 

Carol Picou was a nurse in Saudi Arabia. Urinary frequency 
and bowel trouble became uncontrollable, and she developed severe 
pains in her joints and muscles. Then came skin rashes, hair loss, 
short term memory failure, mood swings. She was sent to 
psychiatry. It was not psychosomatic. Tests showed at least three 
antibodies attacking her immune system, as well as damage to the 
left thalamus of her brain. 

Jason Baker was a tanker exposed to depleted uranium and oil 
fire smoke. What the Army told him was flu lasted for a year. 
Then the baby his wife conceived after his return died at the age 
of five months, suffering extreme anemia and fluid on the brain 
plus a fever of 104.5 degrees. The death certificate lists no 
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cause and the Army fought releasing an autopsy which blames Sudden 
Infant Death Syndrome. 

Active duty military personnel report, in anonymity, that 
their concerns are not being legitimately handled. So great is 
their fear of reprisal that their wives are taking up the fight in 
order to preserve their military careers. Such is the case of Mrs. 
Terri Small, whose husband, an active duty Desert Storm veteran, 
became sick on his return. He lost over 45 pounds, suffered from 
chronic diarrhea, total body hair loss, extreme fatigue and aching 
muscles and joint pain. Their daughter Alex, conceived after 
Desert Storm, suffered from respiratory infections and urinary 
tract infections. Mrs. Small has been bothered with kidney 
infections and a recurring rash and slight hair loss. Mrs. Small, 
as many of you know, has made repeated trips to Washington at her 
own mental and financial expense. The price that she has paid to 
gain attention to the plight of Desert Storm veterans and active 
duty Desert Storm veterans has been financial ruin and the 
destruction of her marriage. 

Active duty military personnel and discharging veterans report 
that the documentation that is so desperately needed to support 
future claims presented in the VA is not being appropriately 
assembled. Congress must take on the responsibility of securing 
information with regard to the health, treatment and documentation 
of the sick active duty military personnel and their families. 
This must be done with protection of their confidentiality by 
Congress so that their voice may be heard without fear of reprisal. 
The failure of the military to accurately report, document, 
diagnose and treat their ailments will result in more veterans 
being "dumped" into the VA system, who will have nothing to look 
forward to but delayed and denied claims while they bear the burden 
of proof that their illness is a result of military service. 


CONCLUSION 


In conclusion, these items are not new to those of us who have 
real concern for veterans and active duty military personnel. It 
has been exemplified in the DoD and VA treatment of those who were 
involved in nuclear testing, testing of LSD and other drugs, 
Mustard Gas testing and exposure during WWII, Agent Orange exposure 
and now, the "Desert Storm Syndrome." While we are here again 
today on behalf of those who are sick and dying, history permits no 
optimism, only hope. It is apparently easier to give the Pentagon 
billions in unneeded funds than it is to put far fewer dollar 
amounts into research, diagnosis and treatment of our veterans 
population. 

Finally, as a veteran of the Vietnam Era, a veteran activist 
and parent who has seen first hand the VA' s method of operation and 
the failure of the government to act decisively to rectify, 
recognize, diagnose, treat and compensate illnesses associated with 
military service, what can you tell me that would convince me that 
my son should consider service in the military? 

Mr. Chairman, this concludes our testimony. 



265 


tCHOTtHCLUOm 


iMfeuiwAu wwttissrte&i 
DOCOMgwT m A »<t7iEwr» ymoiCAL wieowo 


mSlAH GOLF VREXARS AIXZGES E2FOSI7U TO SIVIMSDlEirrAL CSRTAKZXAKTS TlACXlRC SHEET 


S3M; 

D14 v«««T«A 1miv« A«elv« mr^itc* in EvniMt Cali Ar»ft? y m n o 

Woo o«e*ran (clrcla) : Onflaltoly onpnooi 
ftohtbly onpoond 
Hoc onvn? 

Indleatft hov ^tnna van aacposad (eirela) t ^yolTad in claannt doataalasctd arta 

or aquiiiMae 

Eftoalopad ia aaeka 

la a faokcF araa, but aot aDvalepad 

Cooawni food or dilak that could hava 
b««o eeataftlaacad by oil or anoka 

Othas 

Dato Slxat raporcod: 

Fatiant Maaaa Taac: Slaeraclaaarjr or HA-Dlaerteioiacy 
FhyaiciJii. 

Plaaaa ladleaca if eoDdlcloo for <Alali patiaat la baiag ctaacad could ba ralaead 
to oaio^uro to onvlrooMacal aoataioinones . 


tacura tbla fern to Supamaoc. adnloaleao 4 proeoaoiat 


VAROAM 


>■ <*ii 




266 


PcnUn Guif Hciith Issues Nadonsl Videoconference. February ii, 1993 


Multiple Chemical Sensitivity (MCS) 
and the Persian Gulf Veterans 

Claudia S. Miller, M.O., M.S. 


Seme veterans returning tom the PenUn Gulf display tymptons strikini^ similar to those 
presented by patients repotting multiple chemical sensiUvttles (MCS). lice an ailetfy 
(although it does not seem to Involve IgE antibodies), chemical sensiovicy appears to Involve 
two steps: 1 ) Induction or sensitization and 2} triggering, induedon or sensitization may 
occur following a single, acute eq^uie or repeated, lower level expoaures to any of a wide 
range of petrccheml^. for example, solvencs, pcstfeides or combuaUon products (pp. 59- 
74)*. Once sensitlzaclon hat occulted, extremely low levels of the sensitizing agent or other 
chemicals appear to trigger a wide nnge of symptoms such as mefflory difitculUes, headaches. 
weatowM. fatigue, and mood changes. Sym^ms vary ^esuty from Individual to Indlvtduai 
but seem to be mpiodudbie for a ^e tnifividual given a panieular eiqiosuK (pp. 74-64). 

Synpeoms repotted by 79 Pctslan Gulf Veterana and SO MCS patients In separate studies 
Ineh^ the following; 

Symptom Gulf Veterana. % MCS Patients, 4t 


Fatigue 

70.9 

78.0 

Sleep disturbance 

S7.0 

(Inaoranla) 442) 

Forgetfulness 

54.4 

74.0 

Joint pain 

54.4 

72.0 

britaeiUty 

4&5 

582) 

DtOculty conceneating 

43.0 

78.0 

Depicsdon 

41.S 

802) 

Headac.hc 

372 

82.0 

Raah 

35.4 

372) 

Cough 

34.5 

422) 

Abdominal pain 

34J 

582) 

Olanhea 

33.1 

442) 

Ringing or pain In car 

24.1 

402) 

Fever 

12.9 

142) 


Other (moderate or HvetclsympiBinf repotted by at kait half of the MCS padems were; loss 
of mochtadoiv dtNc or litMieK fediv groggy; dizziness « Oghthcadednass; muscle aches; 
slowed icaponacs; ptoMema digaating foods shemwaa of bieeih or being unable to get enough 

air;cyebuiningorliittadon:foeUngttnaaornctvow;dffleultymaldngdeclsiona;headfua- 
neat or piessure: foeBngi of unicaUty or spacmesa; ptoMtsis focusing eyes: food cnvlngs; 
abdominai gaa; problems with handwriting; and poatnaaal drainage. 


•P« MfcmKM ivte w OtOTieei law U«tb and Ht!* Slsact by NIchaiat A. Ashfod. Ph.0.. I.O.. 

and CkudU £. MlOtr. JiU3. Van Nawnad XaUihoU. Mew Yatfc. 1991. 
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Multiple Chemical Sensitivity (MCS) 
and the Persian Gulf Veterans 

Claudia S. Miller, M.D., M.S. 


Seme veterans Rtumlng tern the PcisUui Gulf <iisplay lymptenu striking similar » those 
presented by patients reporting multipie chemical sensitivities (MCS). Like an aileigy 
(although It does not seem to Involve IgE antibodies), chemical sensitivity appears to ittvoKe 
two steps: Dlnducdon or sensitization and 2) trigsering. InducdonorsenslUzatlonmay 
occur following a single, acute ejqpocuie or repeated, lower level exposures to any of a wide 
range of petrcchemlcals. for example, soivena, pesdeldes or combustion pteducts (pp. 59- 
74}*. Once se.>ultlzatian has ocomed. extremely low levels of the seiuitl^ agent or other 
chemicals appear to trigger a wide range of symptoms such as memory difllcultles, headaches. 

fadgue. and mood dunges. Sym^mt vary yearly bom individual to Individual 
but seem to be reproducible for a s^e Individual given a panleular exposure (pp. 74-84). 
Symptoms reported by 79 Persian Gulf Veterans and 50 MCS pedents In separate studies 
Include the following: 


Symptom 

GulfVetemna, % 

MCS Pad 

Fatigue 

7a9 

7au} 

Sleep dlstuibance 

S7.0 

(Insomnia) 44.0 

ForgedubiesB 

54.4 

74.0 

lolKpaln 

54.4 

72.0 

InltafaUlty 

40.5 

55.0 

Dtfficihy concentrating 

43.0 

70.0 

Depression 

41.5 

60.0 

Hesda&he 

37a 

02.0 

Rash 

35.4 

37.0 

Cough 

34.0 

42.0 

Abdominal pein 

34.2 

SOU) 

OUnhea 

32.1 

44U) 

Ringing or pain In car 

24.1 

40U) 

Fever 

12.5 

14.0 


Other (moderate os severe) symptomiiepotted by at least ImM of the MCS pedents we« l oss 
of modvmtlon. drive or IntereK: fcearg »oggy, dizziness or a^esdsdness; mnsele ichei: 
slewed KsDonscs: ptoMeme dtasmmg teod: shectnea of bmth or bebig unable to get enough 

SrjmS^wSdOKfcSJwworneivoumdl^ 

ness « pressuie: feeilRgi of unreality or spsemess; piebiems noising eyes: food oavingK 
abdominal problems with handwrldnc and postnatal drslnaae. 


♦P«at mteCTf rdw ta eSmnkml Etpawwc im> Uwb airi Ws* SMtn by Wdidia A. Aihfafd. WuD.. I J.. 
indOaudU S. .Mlltar. MJ5- MA. Van Nawaad Xalnhold. Se« York. 1941. 
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Pvnimi Cul/ l««u«9 


National Vldaoconicrence. Pabmaryr 1 1 , 1992 


Graphical Representation o{ an Individual's Symptoms 

Beibre and After Entering an Environmental Unit (p. 58) 



In tMe Psded A. an IndMduii U responding to raulupls txpetutas (eheraicaU and/or ioods), with 
sdimiiaiory and withdrawal dfcca that overlap In Ume. At any peiOciilar dma. how the pctioii feels Is 
dannnliied not only by ongomg espoturea, but by prevtotis eaposuses whose eftets Buy stiO ha waning. 

In One period 3. the Individual enten an cRviremnancai aiadital unlL WHh raaiarlon al conoibuiofy 
eapaeiini.wiihdtawilaf!aea occur, for axainple.haadatiia,itilpie. and BiUKla aching. SyuptooM 
conimua lor tone daw (typically 4>7 days) undl itM individual faachaa*(r baaebna. 

In tue parted (^dnfiachailangca to napacaiddicmlcais or feeds arc adnMatartd. Syuptoais. oltcn 
lebuat. dev^ won altar chalkniea, allowing pailani and phyelelan to obsarve lha lelaiionaMp between 
axpeautaeand l ym pu nna for that IndIvIduaL 


Selected Reftrcnces On Chenlcati Senaltivity 


1. AOEC (AasocUdon of Oeeupetlonel and Envlronmentd Qlnlca: Advancing tht 
Undmtanding of Multiple Otmteal SensttMty. JoumU ot Tooticokify and 
induatilal Health 8(4):i-237, 1992. 

2. Ath/bfd NA and Miller CS: Chemical Expoeurca: Low Levcla and High Sttkes. 
New Yoric, Van Noatntnd Rdnhold, 1991. 

3. Cullen MR (ed.): Wonken with Muttlpie OtenuaU Scmiovtocs. Oceupeiional 
Mcdldnet State of the AK Revtewa, 2(4):dS5.806. Philadelphia, Hanley & 
Belhia Inc., 1987. 

4. HUentan B: Midifplc Chemfeo/ SenaftfWiy. Chemical and Engineering Nawt. 
Amolcan Chemi^ Society, Waihlngion. O.C. July 22, 1991, 26-42. 

5. NRC (National Research Council): Multip/e Chemtoil SemftMCfca, Addendum 
u Bloiogic Markcra in Immunotoxlc^ogy, Washington. D.C., NaUonal 
Academy Prase. 1992- 
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NfR. CHAIRMAN: I am Richard C. Schneider the National Director of State/Veterans 
Affairs of the Non Commissioned Officers Association of the United States of America (NCOA). 
My duties include the executive management of the Association's National Veteran Service 
Officer Program which is fully accredited by the Department of Veterans Affairs. These two 
roles place the NCOA at a critical junction of intervention to assist military personnel while they 
are in service, preparing to transition from the military, and following separation as veterans in 
matters pertairting to the Department of Veterans Affairs. NCOA's Veteran Service Officer 
provide their counsel and service to all personnel, active duty and veterans, without regard to 
military grade or individual membership in the Association. 

The Association’s membership is composed of Non Commissioned and Petty Officers of 
the five active duty Uniform Services, related Guard and Reserve Components, veterans, and 
military retirees. Additionally, junior enlisted personnel of the Uniform Services, Guard and 
Reserve are also eligible for Apprentice Membership in the NCOA. The NCOA is the only 
military association whose charter and sphere of membership includes personnel of all branches 
of uniform service. The NCOA is Congressionally Chartered. 

The Association does not have medical doctors on staff or under contract for consultation. 
The comments provided below are based on observation and interviews. 

BACKGROUND ASSUMPTIONS 

There are problems Affecting 
Persian Gulf Veterans... 

The nation well knows the facts of the Persian Gulf War which included the combined 
mix of quality people and high technology that translated in military parlance to unprecedented 
personnel and military readiness. The troops as a class were described as young, best educated, 
motivated, disciplined, healthy, trained, and best military force ever poised for action. 

Environmental conditions that evolved in the theater of operations were never previously 
experienced on planet earth. These include but are not limited to: oil well fire smoke that turned 
day into night; burning of garbage containing excessive amounts of oil based products (plastics, 
poly substances; etc.). 

Also introduced into the war environment were new munitions constructed of depleted 
uranium resources. A limited number of American personnel were exposed to these lov' level 
radiation munitions. 

An unknown number of American Service persormel who served in the Persian Gulf War 
during the period declared Desert Shield/Storm are experiencing physical problems and ill health. 
A variety of symptoms appear to be common to a number of service personnel while some other 
individually unique symptoms have been reported. 

A new dimension of health problems has surfaced as a result of chemical sensitivities to 
dramatic environmental factors and exposure to p)etroleum based materials. The fact that only 
an extremely small percentage of people’s health is negatively impacted as a result of exposure 
to toxic fumes inhaled or absorbed through the skin implies that there are few medical experts 
that have either studied or managed the health care of those afflicted. 

The establishment of the Persian Gulf Registry was based in part on the recognition that 
this nation really does not know the long term health consequences of those who served in the 
Persian Gulf. The Department of Veterans Affairs established special medical centers of 
excellence to support the health needs of Gulf personnel with illnesses of unknown type or origin. 
Few personnel have made it through the maze to reach these Medical Centers. Some would 
attribute the lack of utilization to lack of "medical problems of unknown origin" requiring such 
hospitalization while others would comment that every doctor being a "medical expert" is hesitant 
to pass patients on for care by others. 


1 
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The Secretary of Veterans Affairs established a special task force to review, document and 
project requirements for the health care of Peisian Gulf veterans to prevent another possible 
"Agent Orange" debacle. 


HEALTH CARE 

The Association recognizes that many veterans and personnel still on active duty report 
a variety of ailments that are attributed to service in the Persian Gulf War. Such health problems 
reported by active duty members at medical treatment facilities has been met with skepticism. 
The lack of perceived positive medical intervention and support further aggravates the member's 
physical well being and creates urmecessary stress. 

It is apparent that the military medical community is not adequately communicating its 
care and concern for personnel. Failure to present acceptable diagnosis, explanations, and 
treatment care programs heightens patient concerns and ultimately sends a negative message to 
other personnel and families. 

Personnel are beginning to mistrust their medical care providers. Likewise they are 
concerned that their quest for adequate medical care will jeopardize their militaiy careers. 

Health record documentation of alleged problems is not seen as sufficient to establish 
service cormection of medical problems for future medical care by the VA. 

Personnel indicate a perceived threat of a lump sum disability separation for health 
problems (inflamed joint, etc) that requires either limited duty or waiver for physical fitness 
testing. The military force reductions contribute to the perception that a perceived health problem 
will be viewed as a quality indicator for separation. 

Administrative separations are also perceived as a threat in a quality environment when 
ill health effects personal leadership and military bearing. 

Active duty personnel are also sensitive to perceived lack of health care provided by the 
Department of Veterans Affairs to alleged Gulf illnesses reported by veterans. Newspaper and 
special television investigative reporting further heightens concern for personal medical care. 

RECOMMENDATIONS 

1. Appointment of Civilian Health Task Force. 

There needs to be a special task force established to review the medical concerns of 
Armed Forces personnel who served in the Persian Gulf War. Leadership of this task force 
should be appointed from the civilian medical sector with liaison officers from both the 
Depaitment of Defense and Department of Veterans Affairs. All requested records and research 
support should be provided. Disclosure of information should be maintained throughout the 
process as well as the solicitation of information from individuals. 

The conclusions of the panels should be reviewed at specified intervals to capture any 
long term developments of health problems identified with veterans. 

Experts need to document and communicate findings for the awareness of all citizens. 

2. There should be a mandatory review of Health care Records of Persian Gulf personnel 
being separated from the military services with a lump sum disability separation payment 

Medical entries should insure sufficient documentation, when appropriate, to establish 
service connection of the total health problem upon which separation is predicated. 

3. Quality Health Care must be experienced by military personnel and veterans. 
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Both groups are influenced by the professionalism demonstrated by all care providers to 
patients. Patients must have confidence in the medical treatment process and belief that 
everything possible is being done to cure their ailment(s). 

CONCLUSION 

Mr. Chairman, this statement reflects that there is a perceived problem with medical 
health care provided to Persian Gulf Veterans. Basically stated the "troops" have experienced 
environmental agents in amounts and for a duration of time for which there is no comparable 
standard. A small but very real number of people in this group have alleged physical problems 
which they relate to the war environment. Their doctors, military and veteran a^airs, have not 
been able to successfully explain, treat, or cure their problems. 

This Association is grateful that you provided the opportunity to present its views on this 
subject. Clearly, the comments provided demonstrate that this is a subject of concern to both 
active duty and veteran groups. Answers are needed. 


3 
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Statement by Chief Master Sergeant Bob Millier, USAF, 
Retired, Air Force Sergeants Association 

Mister Chairman and distinguished comittee members, the Air Force 
Sergeants Association truly appreciates having this opportunity to present 
its views on behalf of our 167,000 members and all active duty, retired 
and veteran enlisted personnel of the Air Force, Air National Guard and Air 
Force Reserve. We sincerely thank each of you for your tremendous ef- 
forts on behalf of our nation's veterans. As you are all aware, thousands of 
our brave veterans have suffered excessively over the years from unusual 
or mystifying ailments. For example, the VA recently announced that it 
has expanded the list of recognized long-term effects of significant expo- 
sure to mustard gas. As a result, an estimated 4,000 World War 11 veter- 
ans who were subjected to high concentrations of mustard gas in full 
chamber and field testing may finally — after 50 years — be eligible for 
VA disability compensation for health problems resulting from their expo- 
sure as "human guinea pigs" during those experiments. Also included are 
veterans who were exposed in warfare during World War 1. The VA is 
attempting to contact these WW 1 veterans or their survivors — after 70 
years. 

Then, in Vietnam, we had the Agent Orange tragedy - and to this day, 
over 20 years later, the casualties continue to mount from that exposure. 

Now, to our dismay, it is apparent that we're experiencing a similar 
tragedy among Persian Gulf War veterans. Frankly, our association was 
not fully aware of the magnitude of the health problems associated with 
service during Desert Shield/Desert Storm until our recent research. Our 
findings are causing us great concern. We have learned that over 54,000 
Persian Gulf War veterans have qualified for service-connected disability 
compensation and over 1,300 have died. These veterans survived the 
normal hazards of battle only to die from other service-related causes. 
How many more will suffer before we can act on this problem? It is our 
position that every sick veteran deserves to be quickly diagnose' 
and provided quality state-of-the-art treatment. These vetera 
are suffering from ailments with symptoms such as fatigue, skin rash, 
headache, memory loss, muscle and joint pain, shortness of breath, cough. 
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diarrhea, suicidal tendencies and chest pain. We believe sources of these 
ailments include: 

• Environmental manipulation — from chemical or biological weapon 
sources; 

• Chemical sensitivity; 

• Parasitic exposure; 

• Radiation from depleted uranium; 

• Investigational drugs that may have been used by the U.S. 
government; 

• Post Traumatic Stress Disorder. 

Some actions have been taken over the last two years to assist affected 
veterans. With your help, a Persian Gulf registry was established to track 
their health; the VA assembled a panel of 16 experts to examine the pos- 
sible health effects of service in the Persian Gulf, including chemical sensi- 
tivity, chronic fatigue syndrome and post-traumatic stress disorder; and, 
the VA established three referral centers to handle unusual symptoms in 
Persian Gulf War veterans. However, in spite of these positive steps, many 
victims are still not diagnosed and await adequate health care as they be- 
come gravely ill. During this hearing, witnesses will tell their personal 
stories about the facts surrounding the extreme suffering of loved ones 
who served in the Persian Gulf. I urge your positive reaction to these re- 
ports. 

This is not just a veteran problem — approximately one-third of those 
suffering are active duty (including Guard and Reserve). Within this 
group, a significantly smaller problem has been identified among Air Force 
members. Research needs to be conducted to determine the variations 
between the services. There must be a more closely coordinated effort 
between the Surgeons General of all the services and between DOD Health 
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Affairs and the Veterans Health Administration. VA and DOD health care 
professionals do not seem to have the expertise necessary to properly di- 
agnose and treat these suffering veterans. Conversely, we have learned 
that there may be as many as 600 certified experts within the private 
sector that could assist if the framework, coordination and funding transfer 
capabilities existed. Also, these experts could train DODA^A health care 
providers in the required skills and knowledge. 

As we near the close of our testimony, AFSA offers the following sugges- 
tions as the committee continues to investigate and react to this critical is- 
sue on behalf of the heroes of Desert Shield/Desert Storm. 

• Ensure immediate diagnosis and treatment for gravely il 

members. 

• Action must be taken to ensure military medical records ar 
available to assist in the diagnostic process. 

• Require direct coordination and transfer of knowledge ar 
expertise between DOD, the VA, each of the military services and certified 
private sector experts. 

• Establish a suicide hot line. 

• Ensure that long-term research continues. 

• Establish regional centers to provide temporary housing, daily 
medical treatment and vocational training until the patient is well and 
self-sufficient. (You might consider current facilities on projected base clo- 
sure sites for this purpose.) 

• Issue a general health warning to Persian Gulf War veteran: 
and their family members on the variety of possible conditions that may 
occur, including the extent and gravity of those conditions. 
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• Provide a means to Persian Gulf War veterans for co 
tacting and paying for services of health care providers who are cer- 
tified in this area of expertise. 

• Compile and disseminate to Persian Gulf War veterai 
periodically updated summaries of advances in diagnostic and treatment 
techniques. 

This committee's role is invaluable to the well-being of our ailing Persian 
Gulf War veterans. AFSA is confident that you will leave no stone un- 
turned to overcome the problem before you today. This concludes my 
statement. Thank you for considering AFSA’s views. 
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Mr. Chairman and Members of the Subcommittee: 

The Association of the United States Army (AUSA) Is a private, 
non-profit, educational organisation vdiose members — civilian and military 
— join in supporting all aspects of national security with emphasis upon 
the Total Army and especially upon the men and women who serve therein. It 
Is the only professional organization supporting the Total Am^ — the 
Active — the Army National Guard — the Army Reserve — Department of the 
Army Civilians — the Retired, and their family members. Our objectives 
are public education about the Army, professionalism within the Army, 
industry liaison in support of the Army and people support for those in the 
Army- 


On behalf of our membership, AUSA appreciates this opportunity to 
express its views concerning the health care concerns and problems of 
Persian Gulf War veterans and related Issues. 

It has been reported that more than 15X of the 3.4 million veterans 
who served during the Vietnam War era may have had, or still have, symptoms 
of post-traumatic stress disorder (PTSD). Are we now seeing something akin 
to that problem today? Certainly we are witness to health problems 
peculiar to Persian Gulf War veterans that lack a ready explanation within 
the medical community. For that reason, this comnittee is commended for 
examining the nature and extent of health care concerns and problems 
reported during and after the Persian Gulf War. 

Kudos are also in order for the fine work that has been done by the 
U.S. Army Medical Department and especially by Major General Ronald R. 
Blanck, currently the Conmanding General of Walter Reed Army Medical 
Center. Needless to say many of us at AUSA were delighted vdien he was 
named the Conmanding General of that hospital. Dr. Blanck has a reputation 
in the Army as a caring physician: one dedicated to his patients, his 
profession, and the quality of health care provided soldiers. Because of 
his initiative the Army has moved-out quickly to address the medical 
concerns of the Gulf War. AUSA believes that the Army's Medical Department 
is connltted to providing an explanation for those unexplained health 
problems that have appeared among a small percentage of personnel ^o 
served in that theater of operations during the war. 
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Ve believe Congress should be prepared to provide appropriate funding 
for Inpatient and outpatient programs that may be necessary in the future 
should Gulf War veterans experience more health problems. While sosie of 
the Costs will have to be absorbed by the Military Health Care System for 
those Gulf War veterans still on active duty* those veterans have who 
returned to civilian careers nust obviously be treated by the Department of 
Veterans Affairs medical system. 


Treatment has already begun to combat the parasitic Infection trans'- 
mitted through sand flies. In some cases personnel have been separated 
from active duty and those former service-members are being treated through 
the VA or civilian health care providers. Unfortunately not all the health 
problems that affected those serving in the Gulf are so easily diagnosed. 


It Is not that there are no variables from tdiich to develop a 
construct. We have veterans that show a loss of hair* respiratory allaients 
and rashes to name but a few of the obvious synptosu. The question to be 
answered Is whether these unexplained disorders were caused by stress* 
exposure to oil fire pollutants, vaccines containing botullnum and anthrax, 
or other tmknown environmental contaminants. 

There Is a definite need to continue scientific Investigation that 
will Isolate the causes so that satisfactory explanations and solutions can 
be applied. I know no one here who irould like to see a repeat of the Agent 
Orange affair. The Insidious nature of this health problem could be 
compared with the recent Illness that has struck the Navajo nation In 
Arizona and New Mexico. Americans have a deep rooted faith and respect for 
the healing properties of western medicine, but the unknown presents fear 
and resentment during the discovery process. There Is a corollary here In 
that regardless of what the practitioner says, until a definite solution to 
the problem Is found there will be difficult periods of uncertainty for 
those who show symptoms of illness and those who may hava been exposed to 
the same environment where the problems first originated. 
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In General Blanck's testimony earlier this morning he made reference 
to the extraordinary efforts made by the Army Medical Department to Insure 
that all soldiers who served in the South West Asia Theater of Operations 
(SWA), regardless of component, underwent redeployment medical evaluation 
and detailed medical history... Subsequently, all clinicians at active duty 
Army medical treatment facilities who Identify or suspect that a chronic 
medical or psychiatric condition related to service in SWA must report that 
condition to the Army Surgeon General’s office. This Is Indeed connendable 
on the part of the Army. 

However, neither we nor the public, I suspect, tmderstand who if 
anyone has the overall responsibility for coordinating the continuing 
Investigation into Persian Gulf War health care problems. Is anyone 
coordinating and tying together the collection of data from Department of 
Defense medical facilities, VA special environmental medicine referral 
centers and private civilian physicians? There are many Important 
considerations in the tracking of symptoms because of the time lag between 
physical examination and manifestation of illness for discharged veterans. 
The committee may wish to focus on developing a reporting and managesmnt 
program that will follow the chain of investigation through military, VA 
and civilian channels. 

AUSA also recommends that funding for research into Persian Gulf War 
medical problems should be exempt from any cuts ^ich may be entertained 
because of budget shortfalls. Our active duty, reserve component and 
veteran populations need to be assured that they will receive high-quality 
care regardless of their status. 



281 


STATEMENT BY 

MAJOR GENERAL ROBERT F. ENSSLIN, JR. (RET.) 

EXECUTIVE DIRECTOR 
of the 

NATIONAL GUARD ASSOCIATION OF THE UNITED STATES 

to the 

OVERSIGHT AND INVESTIGATIONS SUBCOMMITTEE 

of the 

HOUSE COMMITTEE ON VETERANS' AFFAIRS 


9 June 1993 



282 


INTRODUCTION 

It is a pleasure to appear before this committee on behalf 
of the National Guard Association of the United States (NGAUS) 
and the men and women of the National Guard. The active and 
retired members of the National Guard are individuals who, by 
their service to this country, have demonstrated their commitment 
and patriotism. 

Events over the past few years have reinforced the need for 
the citizen-soldier to be available in the first line of defense 
of this nation. During DESERT SHIELD/DESERT STORM over 74,000 
Army and Air National Guard personnel were called to active duty. 
They represented the more than one half million men and women who 
during their career in the Guard have been willing to answer the 
call when the country needed them. 

MEDICAL CARE 

Immediately after Operation DESERT STORM the services began a 
rapid demobilization of Reserve Component units. To speed up the 
return of soldiers to their home station over 200 Army National 
guard members were released who had not completed medical 
treatment for injuries or illnesses that were duty related. 
While we understand that the reason to release these individuals 
was well intended, so that they might return home as soon as 
possible, many had difficulty receiving treatment once 
discharged. Upon a review of the medical problems that surfaced 
after the Gulf War, the Department of Defence set up a review 
board to examine any claims for return to active duty for 
individuals that could not be cared for through resources 
available to the National Guard or the Veterans Administration. 
It is our understanding that these cases have been satisfactorily 
resolved . 

The Army Surgeon General and the Veterans Administration have 
a very active program in offering evaluations, counseling and 
assistance to any DESERT STORM veteran. I would especially like 
to commend the Veterans Administration for establishing a 
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registry program for all Southwest Asia veterans to record and 
monitor potential exposure to toxic agents. It is important that 
we let all our service members know that that the country takes 
care of its veterans. 

Of particular concern is what is being labled as 
Operation DESERT STORM mystery diseases. Many soldiers have 
reported what they believe to be late developing complications 
from service in Southwest Asia. We are glad to hear that the 
Veterans' Administration along with the Department of the Army 
have developed a program to provide individuals, who feel they 
may have been exposed to unusual or unknown diseases or toxic 
conditions associated with a tour of duty in Southwest Asia, with 
medical evaluations to diagnose the cause of their continuing 
problems . 

The proper medical care for all National Guard members 
before, during and after mobilization is a major concern of this 
Association. Readiness is not just training and modern 
equipment, but must include the fitness of the individual soldier 
and airman. 

CONCLUSION 

With the development of the Total Force Policy in the 1970's 
the National Guard has become an integrated part of the Total 
Force. As Operation DESERT SHIELD/DESERT STORM demonstrated the 
National Guard and Reserve no longer perform just a reinforcing 
role in times of conflict. In addition, the Guard is taking on 
more missions to support the active forces with humanitarian 
assistance missions, peace keeping missions and possible world 
wide contingencies. 

Through the course of a career in the National Guard, an 
individual has a continuous requirement to be available within 
hours for mobilization and deployment, not just for major 
mobilizations but for any level of conflict. National Guard 
personnel have been involved in operations from Just Cause in 
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Panama, to Operation Desert Storm, to flying relief missions in 
war torn Bosnia and even supply missions to republics of the 
former Soviet Union. 

As we ask more and more of our National Guard and Reserve 
Component members we must assure them and their families of our 
committment to them. Therefore it is imperative that we continue 
to show each and every member that regardless of their mission or 
tasking they will receive proper medical care. 

The DESERT SHIELD/OESERT STORM was the largest call-up in 
almost 50 years. As a result we learned some important lessons 
about mobilization requirements that can be applied to future 
call-ups. A review of after action reports revealed that there 
were problems in the area of medical readiness and medical care 
for members of the National Guard. He believe that the 
Department of Defense is well on the way toward resolving these 
problems. 

The National Guard Association appreciates the efforts of 
this Committee to ensure that our veterans are properly treated 
and cared for. He whole heartedly support your efforts. 
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My name is Claudia Miller. I am a physician, researcher, 
consultant to the Department of Veterans' Affairs, and assistant 
professor in environmental and occupational medicine in the 
Department of Family Practice at the University of Texas Health 
Science Center at San Antonio. Dr. Nicholas Ashford of the 
Massachusetts Institute of Technology and I co-authored a report 
for the New Jersey Department of Health on chemical sensitivity, 
and wrote a subsequent book on this subject. Recently, I served 
on Secretary Brown’s blue ribbon panel on the Gulf Veterans' health 
problems . 

During today's presentation, I will highlight three issues: 

1. Growing numbers of physicians are becoming concerned that we 
may be seeing a new medical problem, one that is being called 
"chemical sensitivity”. 

2. The origin and nature of this problem is the subject of 
intense debate among physicians and researchers. 

3. A specially-designed hospital facility, an Environmental 
Medical Unit, is needed in order to diagnose whether or not 
veterans' health complaints are the result of chemical 
exposures . 

Physicians are seeing growing numbers of patients who report 
chronic and disabling symptoms following exposure to solvents, 
pesticides, combustion products and buildings with poor indoor air 
quality. These patients include industrial workers, office 
workers, schoolchildren, persons living near Superfund hazardous 
waste sites, and, most recently. Gulf War veterans. They report 
a wide range of symptoms that wax and wane over time in a seemingly 
unpredictable manner. They may see ten or more physicians, undergo 
costly and invasive testing, and be sent to psychiatrists as a last 
resort. Some patients discover that common exposures, such as 
perfume, fresh paint, or traffic exhaust, trigger their symptoms. 
Although many patients report being allergic to these substances, 
usual allergic mechanisms do not seem to be involved. 

Some physicians believe that low level exposures could not cause 
such severe symptoms. But many patients disagree, and their views 
are supported by a growing number of professionals who suspect that 
extremely low levels of chemicals may cause disabling symptoms in 
some individuals. One hypothesis, supported by animal studies, is 
that exposure to certain chemicals may sensitize the limbic system- 
-the brain region most closely connected to our environment via the 
olfactory nerves. The limbic system profoundly affects our 
emotions, it is essential for laying down new memories, and it 
influences hormone production and involuntary nervous system 
function. Thus, for example, if exposure to a solvent sensitized 
the limbic system, thereafter even tiny amounts of that solvent or 
other environmental chemicals might cause erratic signaling, 
disrupting not only mood and memory, but also digestive, 
respiratory, and other vital functions. 

To illustrate sensitization, one 45 year old mechanic I saw had 
worked with solvents most of his life without difficulty. He had 
been in good health when he was deployed to the Gulf where he 
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continued to work as a mechanic. One day a Saudi truck drove 
through fogging his work area, probably with pesticides. He became 
dizzy, nauseated, short of breath, experienced chest tightness, and 
developed a rash. He was hospitalized and a suspected heart attack 
was ruled out. He returned to his unit, but a week later another 
truck came through fogging and he developed the same symptoms. He 
recovered and was sent back to the United States for medical 
reasons. Soon after his return, he was playing volleyball, when 
someone came by to clean a piece of exercise equipment with lacquer 
thinner. He experienced similar symptoms as before and again went 
to the hospital. He recovered and returned to his job as a 
mechanic, only to find that he now became ill around solvents and 
paints he had worked with for years. He visited a physician's 
office that had been newly carpeted and again became ill. He could 
not tolerate perfume or cleaning agents used at home. 

Other veterans have not sorted out the relationship between their 
symptoms and exposures in such detail. But growing numbers are 
reporting fatigue, numbness, dizziness, headaches, and other 
symptoms, which they link to common chemical exposures. 

Urgently needed is a clinical tool for determining whether or not 
chemical sensitization is at the root of these patients' problems. 
There is a growing consensus eunong experts, even the doubters, that 
these questions cannot be answered without an Environmental Medical 
Unit — a super clean hospital environment in which chemical 
exposures have been reduced to the lowest levels possible via 
specialized air filtration and the use of construction materials 
and furnishings that do not release chemicals into the air. There, 
in accordance with scientific protocols, patients can be removed 
from their usual home and workplace exposures to see if they 
improve, and if they do, be re-exposed to very low levels of common 
chemicals to see whether their symptoms recur. 

The National Institute of Environmental Health Sciences has 
described this concept as the "single most important way to develop 
a reliable clinical approach to the diagnosis and evaluation of 
chemical sensitivities." The approach has also bean endorsed by 
physicians and researchers attending two national workshops on 
chemical sensitivity — one sponsored by the National Academy of 
Sciences and the other by the Agency for Toxic Substances and 
Disease Registry. 

Today, almost two years later, no such facility for scientific 
inquiry exists. Without it, there is little hope of finding a 
solution. Just as the invention of the microscope enabled 
physicians to identify bacteria and control infections, so an 
Environmental Medical Unit now is needed to enable us to diagnose 
and treat the health problems of the veterans and other Americans 
whose health may be at risk from environmental exposures. 

Thank you. 
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MULTIPLE CHEMICAL SEH8ITIVITT 


Chemical sensitivity or multiple chemical sensitivity is a clinical 
phenomenon that is becoming more widely known and Increasingly the 
subject of discussion and debate as more and more patients receive this 
label. Patients with multiple chemical sensitivity report feeling ill 
when they are exposed to common environmental chemicals, such as perfume, 
tobacco smoke, diesel exhaust, fresh paint, and new carpeting, and 
significant improvement when such exposures are avoided. Many of these 
individuals say they first became ill following an intense exposure to 
chemicals, for example, following a chemical spill or pesticide 
application. Others say they experienced repeated, daily exposure to 
chemicals at much lower levels and gradually became ill, for example, 
while working in a "tight” building. 

Chemical sensitivity has been reported in several different demographic 
groups: (1) industrial workers; (2) occupants of tight buildings, 
including office workers and school children; (3) residents of 
communities whose air or water has been contaminated by chemicals; and 
(4) individuals who have had personal and unique exposures to various 
chemicals in domestic indoor air, pesticides, drugs or consumer products. 
These four groups differ greatly in terms of professional and educational 
attainment, age and sex, and the type and levels of chemicals to which 
they initially were exposed. Nevertheless, all complain of multiple 
symptoms involving multiple organs systems. Central nervous system 
symptoms such as fatigue, difficulty concentrating, depression and 
irritability are common. Despite the demographic differences among these 
groups, they all share in common an initial exposure to chemicals 
preceding onset of their illness. The fact that a similar pattern of 
illness, including cognitive difficulties, mood alterations, multi- 
system complaints and odor intolerances, has appeared in each of these 
four, demographically diverse groups helps point to the possible 
existence of a real problem. 

Some veterans returning from the Persian Gulf display symptoms strikingly 
similar to those presented by patients reporting multiple chemical 
sensitivities (MCS) . In Table 1, symptoms reported by 79 Gulf veterans 
and 50 chemically sensitive patients are compared. Both groups 
identified fatigue as a major problem. Both groups also reported sleep 
disturbances, forgetfulness, joint pain, irritability, difficulty 
concentrating, depression, headache, rash, cough, abdominal pain, 
diarrhea, ringing or pain in the ear, and fever. 

Other (moderate or severe) symptoms reported by at least half of the MCS 
patients, but not Included in the survey of veterans, were: loss of 
motivation, drive or interest; feeling groggy; dizziness or 
lightheadedness; muscle aches; slowed responses; problems digesting food; 
shortness of breath or being unable to get enough air; eye burning or 
Irritation; feeling tense or nervous; difficulty making decisions; head 
fullness or pressure; feelings of unreality or spaclness; problems 
focusing eyes; food cravings; abdominal gas; problems with handwriting; 
and postnasal drainage. 

Like an allergy (although it does not seem to involve IgE antibodies) , 
chemical sensitivity appears to occur in two phases; 1) Induction or 
sensitization and 2) triggering. Induction or sensitization may occur 
following a single, acute exposure or repeated, lower level exposures to 
any of a wide range of petrochemicals, for example, solvents, pesticides 
or combustion products. Once sensitization has occurred, extremely low 
levels of the sensitizing agent or other structurally-unrelated chemicals 
appear to trigger a wide range of symptoms, such as memory difficulties, 
headaches, weakness, fatigue, and mood changes. Symptoms vary greatly 
from individual to individual but seem to be reproducible for a single 
individual given a particular exposure. 
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Tabl« 3. 

syaptem* R«port*d by 79 P«rsia& Gulf Vttt«rans and so MC8 Pationto 


symptom Gulf Veterans. %* _Patlents. 


Fatigue 

70.9 


78.0 

Sleep disturbance 

57.0 

(insomnia) 

44.0 

Forgetfulness 

54.4 


74.0 

Joint pain 

54.4 


72.0 

Irritability 

46.8 


58.0 

Difficulty concentrating 

43.0 


76.0 

Depression 

41.8 


60.0 

Headache 

37,2 


62.0 

Rash 

35.4 


37.0 

Cough 

34.6 


42.0 

Abdominal pain 

34.2 


56.0 

Diarrhea 

32.1 


44.0 

Ringing or pain in ear 

24.1 


40.0 

Fever 

12.8 


14.0 

OeFraites RF, Hanat ER, Norwood 

AE, Williams 

S, Cowan D, 

Callahan T 


Investigation of a suspected outbreaX of an unknown disease among 
veterans of Desert Shield/Storm 123rd Army Reserve command. Fort Benjamin 
Harrison, Indiana, April 1992. 

^ Miller CS, Mltzel HC, Knlker WT and Jackson RB. Comparison of symptoms 
in individuals reporting onset of chemical senslt^ivi^ies following 
exposure to pesticides and to building remodeling (in progress). 


The Gulf veterans* health complaints resemble those of chemical 
sensitivity patienbs when these patients first became ill and before they 
were aware of any relationship between their symptoms and exposiires. In 
the earliest stages of their illness, chemical sensitivity patients often 
report flu-like symptoms that do not seem to go away. Extreme fatigue, 
headaches, irritability, memory difficulties, gastrointestinal problems, 
joint and muscle aches, shortness of breath and other symptoms may wax 
and wane over time in a seemingly unpredictable manner. Later, these 
individuals say they learn that specific exposures are triggering their 
symptoms. They may not notice this until another individual or physician 
points this out to them. They also report that over a period of weeks 
and months they become unable to tolerate many common chemical exposures. 
Among the substances that chemical sensitivity patients frequently report 
as triggering their symptoms are: 

Nail polish remover 
New carpeting 

Detergent aisle in grocery store 
Insecticides 

Fresh newspaper /newsprint 
Felt-tip dry marking pen 
Poorly ventilated meeting room 
New automobile interior 
Fabric store 
Hotel room 


Perfume 

Cigarette smoke 
Diesel exhaust 
Asphalt or tar 
Restroom deodorizers 
Particle board 
Traffic exhaust 
Cigar smoke 
Hairspray 
Fresh latex paint 


In addition, individuals with chemical sensitivity frequently report 
intolerances to various medications, alcoholic beverages, caffeine and 
certain foods. Many complain that a single alcoholic drink, such as one 
glass of red wine or a can of beer, gives them an intense headache or 
severe hang-over. Ultimately, food intolerances are reported by the 
majority of these individuals. Initially, however, they may report 
abdominal discomfort, bloating, diarrhea, constipation or other 
gastrointestinal symptoms and not attribute these symptoms to food 
intolerance. To determine which foods cause problems, many undertake an 
elimination diet, testing one food at a time. 
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How is chemical sensitivity diagnosed? At the present time, there are 
no diagnostic markers or laboratory tests for this condition, nor is 
there any generally accepted case definition. Some physicians feel 
chemical sensitivity is not a medical illness at all, but rather an 
inappropriate belief that symptoms are related to environmental 
exposures. Although there Is no biological marker or accepted case 
definition for chemical sensitivity, the same was once true of other 
medical conditions, such as lupus and multiple sclerosis. There is 
general agreement among physicians that patients with chemical 
sensitivities are more likely to manifest depression than matched 
controls. However, it is not known whether (a) depression is the cause 
of their condition, (b) whether depression in these individuals is a 
consequence of their having a disabling medical condition or (c) whether 
depression is a symptom caused by exposure to chemicals. Certainly, 
solvent-exposed workers are at increased risk for developing depression 
and memory difficulties. The question is whether there are very 
sensitive individuals in the population who respond to extremely low 
levels of solvents and other chemicals with similar kinds of symptoms. 

It has also been hypothesized that chemical sensitivity could involve 
damage to the nervous system or the immune system. No single immunologic 
abnormality has been identified consistently in all patients, although 
investigators have raised questions concerning possible T-lymphocyte 
alterations, e.g., altered helper/suppressor cell ratios, and low titers 
of autoantibodies, e.g., antimyelin, antinuclear, antiparietal cell and 
other autoantibodies. Sensitization of olfactory-limbic pathways in the 
brain is another hypothesis. The olfactory nerves provide the most 
direct link between the outside (chemical) environment and the brain. 
There is no blood-brain barrier at this site as there is for other 
portions of the brain. The olfactory nerves communicate directly with 
the limbic portion of the brain, the so-called "primitive smell brain". 
This brain area is essential for laying down new memories (hippocampus) 
and regulates mood (amygdala). In addition, it supplies much of the 
input to the hypothalamus, which in turn regulates autonomic nervous 
system and endocrine function. Temperature regulation, smooth muscle 
tone and appetitive behaviors are influenced by hypothalamic output. For 
many chemically sensitive patients, depression and memory difficulties 
are their most disabling symptoms, in addition to odor intolerances, 
symptoms which seem consistent with a limbic sensitization model. 

Once these patients become ill, their sensitivities appear to spread to 
other common exposures. Thus, in order to diagnose this problem, it nay 
be important for sensitized individuals to be removed both from the 
original exposure chemicals and from other chemicals that trigger adverse 
symptoms. Sorting out which exposures are perpetuating the illness may 
be very difficult: These are common exposures; their resultant symptoms 
may overlap in time; and, to some degree, individuals adapt as exposure 
continues. To unravel the effects of overlapping exposures and 
adaptation may require studying individuals isolated from their usual 
home and work environments. For this purpose, the use of a controlled 
hospital environment in which chemical exposures are reduced to the 
lowest levels feasible has been proposed, as illustrated in Figure 1. 
Physicians and researchers who participated in a National Academy of 
Sciences workshop on chemical sensitivity recommended this approach, 
assigning it their highest priority for research in this area. 

Chemical sensitivity is a newly emerging clinical phenomenon. E^^osure 
to chemicals, such as solvents or pesticides, has been reported to 
Initiate the problem. Subsequently, low levels of other common 
environmental chemicals may perpetuate symptoms. What is needed now are 
tools for determining whether individual patients' symptoms are related 
to chemical exposures or occur on some other basis. Clinical evaluation 
of such patients involving double-blinded, placebo-controlled challenges 
(below olfactory threshold) performed while patients are in a clean 
environment may assist in determining the etiology of these patients' 
complaints. 
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Graphioal R«pr«s«&tation of an Individual** SyBiptens 
Bafora and Aftar Bntarlng an Bnvlronnantal Unit 


In time Period A, an individual is responding to multiple exposures 
(chemicals and/or foc^s) , with stimulatory and withdrawal effects that 
overlap in tine. At any particular time, how the person feels is 
determined not only by ongoing exposures, but by previous exposures whose 
effects may still be waning. 

In time period B, the individual enters an environmental medical 
unit. With cessation of contributory exposures, withdrawal effects 
occur, for example, headache, fatigue, and muscle aching. Syn^toms 
continue for some time (typically a**? days) until the individual reaches 
"0” baseline. 

In time period C, single challenges to suspected chemicals or foods 
are administered. Symptoms develop soon after challenges, allowing 
patient and physician to observe the relationship between exposures and 
symptoms for that individual. 
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Approximately 180 individuals fran the 325th Maintenance Company, a 
National Guard Unit based in Lake Wales, Florida, were involved in the spray 
application of paint on military vehicles in Saudi Arabia from November 1990 
until Hay 1991. Green military vehicles were painted a desert sand color; 
after Desert Storm these vehicles were repainted green prior to leaving Saudi 
Arabia. Chemical agent resistant coating (CARC) paints vdiich contained 
hexamethylene diisocyanate (HDI) in addition to solvents and pigments were 
used. 


HDI is a recognized prilmcnary hazard and has been associated with 
astbiB, bronchitis, and snemunitis. Non-specific bronchial reactivity can 
occur following cessation of exposure. 

In 1976 the National Institute for Occupational Safety and Health 
(NIOSK) published a reccmnended standard for diisocyanates including HDI . 

NIOSH reconmended a time-weighted average concentration of 5 ppb and a ceiling 
concentration of 20 ppb. A supplied-air respirator was reccninsnded for 
exposure concentrations less than or equal to 1,000 ppb. A self-contained 
breathing apparatus or a supplied-air respirator with an auxiliary self- 
contained breathing apparatus was reccmnended for concentrations greater than 
1,000 ppb. 

In 1987 the Q.S. Amv Ehviraanental Hygiene Agency issued "Guidelines 
for Controlling Health Hazards in Fainting Operations." The Anny adk^ted the 
1976 NIOSH reccrnnen^ time-weighted average and ceiling occupational exposure 
limits for HDI. The Army required the use of supplied-air respirators in 
spray painting operation involving HDI unless air sampling showed ei^osure 
levels below the NIOSH reccmnended limits; then either chemical cartridge or 
sut^lied-air respirators were required depending on solvent or pignent 
exposures. 

Spray painting operations were conducted in a limited nvnher of 
maintenance tents with two open ends, one for the entry and one for the exit 
of vehicles. Initially the workers were reportedly not provided respirators. 
Eventually they were provided organic vapor cartid^ respirators, and finally 
they were provided supplied-air respirators. Compressed air node w from 
outside ambient edr was used for both respirators and for spray painting. 

Back blasts contedning paint were encountered by workers through their 
supplied-air respirators when a fellow worker sharing the same compressed air 
source turned off his/her spray painting equipment. Also, the compressed air 
which supplied the respirators was made iqp from ambient air adjacent to the 
tents which was contaminated with paint. In addition to spray painting many 
individuals were involved in mixing paint. 

Between 140 and 220 v^cles a day were painted. Personnel initially 
worked at least 12 hours a day in the spray painting operations. Many 
individuals coughed up paint. One individual estimated that 25 to 30 percent 
of the unit personnel experienced breathing problems and that 80 percent 
experienced symptoms of intoxication Including dizziness, light-headedneas, 
and headaches associated with exposure to paint solvents. 

Questions have been raised about bdiavioral problems of National Guard 
uit members while in Saudi Arabia. One soldier died in a motor v^cle 
accident after falling asleep. Five individuals were court- nsrtlaled after 
burning down an observation twer: two of the five had previously sought 
psychiatric help, and one soldier attempted suicdde. Three woman becams 
pregnant and were returned to the United States. Many unit members reportedly 
have not worked sincm returning to Florida. 

An Army unit reportedly refused to take over the spray painting 
operations because of the recognized hazard of the CARC paint, the inadaquate 
respiratory protection, aztd overall concerns about the health and safety. 
Regiilar drivers of military v^cles reportedly refused to drive their 
vehicles in and exit of the nadntenance tents ami left these duties to the 
National Guard unit. 

Three individuals have been evaluated at Eisenhower Army Medicml Center 
at Fort Gordon, Georgia. A 37 year old male referred from Fort Stewart, 
Georgia after his return from Saudi Arabia, had new onset asthma and had 
experienced respiratory syirptcne including coughing up blood-streaked sputum 
associated with the spray painting. He was pinched on the Temporary Disability 
Retirement List (TTKL) by the Army Physical Evaluation Board in February 1992, 
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eight months after his return frcm Saudi Arabia. His breathing problems have 
progressed, and he is currently on nultiple medicatims incliaiing inhaled 
steroids . 

A 28 year old rrale was referred fron Florida with progressive shortness 
of breath and features of asthna. A 52 year old male with nultiple synptoms 
incliiding shortness of breath, generalised fatigue, and short-term memory 
loss. A question of a behavior problem secondary to toxic chemical exposure 
was raised after psychological testing, and a neurological evaluation was 
negative. However, he was subsequently asked to quit his civilian job because 
of his nultiple synptcms. Further neurological evaluation is planned. 

The wives of the above three individuals believe their husbands have had 
definite personality changes and short-term-memory loss after returning frcm 
Saudi Arabia. These three unit meiTbers ccnplain of increasing generalized 
fatigue. I am concerned about the possibility that these three individuals, 
in addition to respiratory syirptoms, are experiencing behavioral changes and 
generalized fatigue that may be chronic central nervous system effects 
associated with solvent exposures. 

Any individuals with dysfunctional b^iavioral changes or chronic fatigue 
need catrprehensive evaluation including neuropsychological testing, 
psychiatric interviews, and neurological testing. All individuals vdio were in 
the National Guard unit in Saudi Arabia should be administered a well -designed 
questioni^aire to assess their health status; a control group could be a 
National Guard unit not exposed to CARC paint. The toxicology of the 
constituents of the CARC paint including solvents and pignsits should be 
reviewed. For exanple, the desert sand paint contained a significant amount 
of crystalline silica. Chest X-rays and pulmonary function tests should be 
reviewed. 

I reccnmend that this research work be conducted in Florida by a non- 
military group with scientific and medical credentials. I also recarmend a 
formal review of these spray painting operations which were conducted in 
violation of Army standards. 
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TESTIMONY BEFORE HOUSE SOTCOMMITTEE 


Chairman Montgomery, panel members, ladies and gentlemen, thank 
you for this opportunity to address your House Veteran's Affairs 
Subconanittee on Oversight and Investigations, with special 
attention to the health care concerns and problems of the Persian 
War Gulf veterans. 

The mysterious illness afflicting the Persian Gulf veterans is 

Multiple Chemical Sensitivity. I repeat the mysterious illness 

afflicting the Persian Gulf veterans is Multiple Chemical 
Sensitivity . 

To expand and clarify the diagnoses of Multiple Chemical Sen- 
sitivity, I would like to explain that Multiple Chemical Sen- 
sitivity is an illness that is induced or triggered by exposure 
to hydrocarbon compounds derived from petrochemicals . 

I am appearing before you today as President of the American 
Academy of Environmental Medicine. The Academy of Environmental 
Medicine was founded in 1965, and currently has 575 members. The 
majority of these members are doctors of medicine and osteopathy. 
A smaller number of paramedical professionals and PhDs are also 
Academy members . 

One of the founding members of the Academy of Environmental 
Medicine is Theron G. Randolph, M.D. In 1951 he first presented 
his work concerning the diagnosis of chemical sensitivity. The 
diagnosis of chemical sensitivity became slowly recognized 
between 1951 and 1965, and in 1965 the Academy was then formed by 
15 founding members. Thus, the recognition of chemical sensi- 
tivity was first described It2 years ago, and the Academy of 
Environmental Medicine has been studying and teaching about 
chemical sensitivity for the past 28 years. One of the current 
and active members of our Academy is William J. Rea, M.D. , 
Dallas, Texas. Dr. Rea will address the Committee today. He 
literally wrote the book on chemical sensitivity, with the first 
edition published in 1992. 

Approximately one year from the date of the Persian Gulf War 
reports of a mysterious illness affecting some of the Persian 
Gulf veterans began to surface in the medical community. In the 
simmer of 1992, following a description of this illness on the 
television program, 20/20, I was motivated, as President of the 
Academy of Environmental Medicine , to form a committee for the 
study of this illness. I was struck by the reported lack of 
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documented abnormalities in the veterans, in relation to both the 
traditional medical testing and also in relation to reports from 
well qualified psychiatrists. 

A six-member panel of physicians with particular interest and 
expertise in the field of environmentally triggered Multiple 
Chemical Sensitivities was formed. The Desert Storm Committee 
then developed a study protocol, with the objective of answering 
the question, either positively or negatively, "Do the Desert 
Storm veterans have Multiple Chemical Sensitivities which have 
been triggered by environmental exposures in the Persian Gulf to 
hydrocarbons or other environmental factors unique to the Persian 
Gulf War?" 

The Desert Storm Protocol, as developed, is an extensive study of 
each Desert Storm veteran, including a detailed environmental 
history, physical examination, and tests for metal and chemical 
exposures, tests evaluating the iimrune response to environmental 
exposures, tests for routine inhalant and food allergies, and 
challenge tests for response to exposures to specific hydrocarbon 
type chemicals including petroleum derived ethanol, formaldehyde, 
phenol, and exhaust fumes. All participating physicians were 
asked to waive any fees which were not reimbursed by insurance, 
and all participating laboratories furnished their services at no 
charge or at cost. In spite of this, the total cost for testing 
recommended in the protocol is $725. Frankly, with the 
invaluable cooperation of Major Richard Haines, I expected that 
our goal of examining 100 exposed veterans, and hopefully 100 
non-exposed veterans, would be easily reached. However, this has 
not proven to be the case. The report of our findings to date, 
which I believe to be representative and to reflect an accurate 
picture of the Desert Storm problems, nevertheless covers only 25 
patients. The number of protocols which have been totally 
completed to date numbers only six. 

The findings of our admittedly incomplete study are as follows. 
The five most common symptoms are skin rash, fatigue, joint pain, 
loss of short term memory and headache. 

The physical findings have been remarkably sparse, those most 
common include involvement of the skin as the presence of either 
a scaly dermatitis, hives or petechiae. Additional physical 
findings include a decreased range of motion in the extremities , 
loss of strength and nasal congestion. 

Positive laboratory findings include: the presence of inhalant 
and food allergies in five of the veterans, increased 
chlorinated and aromatic hydrocarbons in one veteran, positive 
antinuclear antibodies in one veteran, changes in the inrnune 
system in one veteran, an increased liver enzyme, suggestive of 
liver toxicity, in one veteran, increased colonization of the 
intestines by Candida albicans in one veteran, and increased 
levels of 2-methylpentane and 3 -methyl pentane in two veterans. 
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Testing for chemical sensitivity within the physician's offices 
has been much more informative. Nine of the veterans showed 
sensitivity to petroleum ethanol, 11 showed sensitivity to 
formaldehyde, and six showed sensitivity to exhaust fumes. The 
test method used to identify these sensitivities is known as 
provocation/neutralization. In this test, the patient is 
exposed, in a single blind fashion, to a low concentration of the 
chemical in question. When no subiective or objective symptoms 
or signs occur, after expostire at three different levels of 
concentration, the test is considered negative. Positive 
symptoms and signs are recorded by the person conducting the 
test, and the substance is then identified to which the patient 
is sensitive. 

The moet common diagnoses in the 25 cases reported here today are 
first. Multiple Chemical Sensitivity, second, dermatitis, third, 
inhalant allergies; fourth, food allergies; fifth, intestinal 
candidiasis and sixth, malabsorption. 

The method of treating chemical sensitivities can be varied 
somewhat according to the patient, the severity of illness, and 
the types of exposure. However, the principal method of 
treatment is avoidance of exposure to all types of hydrocarbons, 
and that has been the most common treatment prescribed by our 
participating physicians. Vitamin and mineral supplements are 
usually recomnended , either orally or by intravenous route, in an 
effort to enhance chemical detoxication pathways in the liver, 
and to obtain optimvim nutrition. Neutralization related to the 
provocation/neutralization testing has been used in the veterans. 
The most interesting treatment to date has been the use of 
Sporanox (an antifungal agent) alone, Sporanox plus Lovabid (an 
antibacterial agent) together, or Lovabid alone, by one of the 
participating physicians. Dr. Andrew Brown. Treatment with 
Sporanox alone has resulted in eighty, ninety, ninety-five and 
one hundred percent improvement in four of the veterans. One of 
the veterans received Sporanox and Lovabid together. and 
apparently has achieved a 90% recovery of his health. The 
veteran that received Lovabid alone reports approximately 85% 
return to normal . Other reported responses to treatment range 
from 25% to 75% improvement. 

The findings which I have reported to you are preliminary, and 
should not be taken or viewed as the final answer to the question 
which we have asked. I believe that we will be able to reach 
nvimbers permitting statistical significance in our study, 
although I fear that our ability to examine 100 Desert Storm 
veterans will be difficult to reach within a reasonable time 
frame. The major limitation seems to be that the veterans lack 
personal funds to support this testing, and also that many 
insurance companies do not recognize the diagnosis of chemical 
sensitivity, and hence will not reimburse medical claims made for 
expenses incurred in diagnosing and treating Multiple Chemical 
Sensitivity. 
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Our current intent is to continue our efforts, assemble and 
analyze the data, and present the data at our annual meeting to 
be held in October 1993 . Our findings, whether supportive of the 
diagnosis of Multiple Chemical Sensitivity, or whether showing no 
evidence of environmentally triggered illness at all, will be 
reported at this scientific meeting. The findings will then be 
made available to the rest of the scientific community and to the 
press . 

Thank you. 
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First Professorial Cbair in EnTironmental Medicine 
Robens Institute, Unirersit; of Suire;, England 


The Environmental Health Center - Dallas (EHC-D) is a multi specialty medical 
surgical clinic with several research scientists. I am not only the chief surgeon 
and medical director of this center, but I am also the First World Professor of 
Environmental Medicine at the Robens Institute, University of Surrey, England. 
Our clinical labs in Dallas and basic research labs in England are dedicated to 
studying the basic ways that toxic chemicals impede optimal health. The effects 
seen in the Desert Storm patients are similar to those seen in other chemically 
sensitive patients. 

We have been interested in Desert Storm veterans before the Iraq war started. 
In fact, we contacted the U.S. Military six months before suggesting that military 
personnel might be affected by the pollution. We were basically told that they 
had everything under control. The Saudi government suggested we come over 
the day before the bombing started. We felt it was too late to institute a 
program at that time. 

Over the last 20 years my colleagues and I at the EHC>D have seen over 20,000 
chemically sensitive patients. Our treatment has been quite successful in the 
nutjority. In fact, I have written a book on our experience with 20,000 of these 
patients and explained the scientific and clinical basis for chemical sensitivity. 

About 10 months ago we were approached by some veterans about chronic 
recurring problems that hadn’t been solved. 

One patient was a seaman, Gary Zusspan, who had been in military hospitals 
for several months. This man presented at the EHC-D bed ridden, unable to eat 
and emaciated (having lost 30 pounds) with gums bleeding, joint pain, 
headaches, asthma, and an extremely rapid heart. He was on an aircraft carrier 
in the Persian Gulf. He worked in the kitchen and vras healthy for a couple of 
months. He suddenly developed odor sensitivity with bronchial inflammation. 
He went downhill from then on. His exposure history was Are smoke daily and 
fuel tank odors. He slept next to the master fuel tanks and was exposed to 
pesticide spray, odors from the kitchen and odors from the compressors which 
were used because the air conditioning broke down. These odors bothered him 
severely and he was ill the rest of the time in the service. We placed him in our 
environmentally controlled hospital area and gave him intravenous nutrition. 

We used the protocol that the American Academy of Environmental Medicine 
physicians have used for years consisting of massive avoidance of toxics in air, 
and water, rotary diversified diet (not eating the same food more than one 
time in four days), intrav»ious and oral nutrient replacement and 
supplementation, iixjections for his secondary sensitivities to food and biological 
inhdants. The patient’s family built an environmentally controlled room at 
home and after his condition improved to where he was able to eat well and ride 
a bicycle at the hospital, he was transferred there. He has been slowly 
improving since then. 
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The second set of cases was that of a father and son who were both in Desert 
Storm. The father presented at the EHC-D unable to work, with shortness of 
breath, chest tightness, hoarseness, light headaches, pain and unable to stand on 
his toes. He was in Saudi Arabia from January 1990 to May 1990 performing 
duties as a mechanic. He not only was exposed to the fumes of the fires but the 
fumes from the motor pool. In Saudi, his tent was fogged with pesticides. Each 
time the fogging occurred be developed the aforementioned symptoms. He also 
developed symptoms when he was hooking up a trailer with the engine running 
for 3-5 minutes. He also used diesel fuel or Kerosene for heat in his 8X8 room 
and in the office of the motor pool. The motor pool office had plywood sides 
(formaldehyde emitter and plastic top). The patient was admitted to the 
military hospital for four days without a diagnosis. He came home and 
improved some and was then exposed to the odor of lacquer thinner and it 
restarted all his symptoms and he became incapacitated. This is a typical 
picture of the onset of chemical sensitivity. He appeared at EHC-D with the 
same symptoms, totally incapacitated. After a period of clearing his total load 
had been decreased. Challenge tests showed him to be sensitive to a myriad of 
toxic chemicals, especially those of fuel oil origin. He also had a neurotoxic 
pattern on his brain SPECT scan, autonomic nervous system dysfunction as 
measured by the Iriscorder and nutritional deficiency as is commonly seen in the 
chemically sensitive. He was treated on a system of massive toxic avoidance 
program, heat depuration, physical therapy in a pollutant free, especially 
designed heat chamber. He improved and developed a decontaminated room. 

His son, a karate expert, heard about his father’s imbalance and discounted it 
until he tried it himself and couldn’t balance on his toes with his eyes closed. 
He came to the clinic, was also treated and is working daily. 

We have had similar findings and exposure on the other six veterans. 

It is our firm belief that there is a subset of Desert Storm veterans who are ill 
from toxic chemical exposure, that they can be diagnosed easily by using the 
criteria developed by the environmental medicine physicians in the American 
Academy of Environmental Medicine over the last 20 years, that treatment is 
now available and can be performed in a cost effective manner. 


In our experience at the EHC-D has treated over 20,000 chemically sensitive 
patients. These veterans are classic cases and examples of chemical sensitivity 
described in my book on chemical sensitivity. These deserving men and women 
who sacrificed for their country deserve to be helped and not branded as 
psychologically crippled. The treatment is available and can be instituted 
immediately, and we would be willing to teach the veteran’s hospitals and other 
physicians to diagnosis and treat these individuals, but this takes time. 
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PROTOCOL 


The American Academy of Environmental Medicine has a protocol which we 
developed to analyze Desert Storm veterans and this is being used around the 
country. Dr. Charles Hinshaw will speak of this. 

Diagnosis of the chemically sensitive in the veterans would consist of: 

1. Good environmental history as well as the medical history 

2. Physical exam 

3. Laboratory 


A. Blood 

1. Immune profiles 

2. Anti pollutant enzymes 

3. Direct toxic chemical profiles 

B. Other tests 

1. SPECT brain scan for neurotoxicity 

2. Autoimmune nervous evaluation 

C. Challenge tests of toxics under environmentally controlled 

conditions 


1. Inhaled 

2. Intradermal 

3. Oral 

Treatment 


Most diagnosis and treatment can be performed on an outpatient basis. 
However, less chenucally polluted rooms for testing and treatment should be 
used to decrease the patient’s total body toxic load. Some outpatients may need 
to live in a less chemically contaminated room for a few weeks in order to 
stabilize their condition. The sicker ones should be hospitalized in a controlled 
environment. Both of these environments are available at the EHC-D. (We will 
be happy to teach the V.A. how to construct a proper unit but his takes time.) 
The sicker patients might be hospitalized for up to one month in the controlled 
environment We would anticipate that less than 1% of the chemically sensitive 
veterans would need this modality. When necessary this hospitalized unit can 
be life saving since not only total load is reduced on a timely basis, but 
intravenous nutrition can be given around the clock. We have had extensive 
experience in using this unit over the last 19 years and have found it efficacious 
in the most severely ill, environmentally sensitive patient. We have treated over 
2,000 extremely ill patients who were near death or totally incapacitated in such 
a unit. We would offer the veterans administration a contract for some of these 
beds until they got the veteran’s system started. (It will take a minimum of one 
year to convert a ward at the V.A. Hospital.) 


L Avoidance - this program consists of avoidance of pollutants in air, food and 
water. This method can be taught to the veterans after a proper diagnosis is 
made. They would have to obtain: 
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a. less polluted room at home designed to be similar to those at 
EHC-D 

b. less polluted food without additives and preservative 

c. less polluted water with filter by spring water in glass 

2. Nutrition - this process is deigned to keep the nutrient pools full so nutrients 
are available to fuel the detoxification systems in the body. The procedure 
consists of individualized supplementation program of vitamins, minerals, and 
amino acids. 

3. Injection therapy - this modality is often but not always needed for the 
secondary food and biological inhalant sensitivity if it develops after chemical 
exposure. Once these occur, they will propagate the chemical sensitivity. 

4. Heat depuration/physical therapy - many of the more severely injured will 
need about six weeks of intensive heat depuration, physical therapy under 
environmentally controlled conditions. The patient would need to be housed in 
speciaily designed outpatient housing. (This environment is available at EHC-D 
and can be taught and designed at veteran’s facilities but again, this takes time.) 
Here the patient is placed in the heat chamber and allowed to sweat, then 
exercise and be massaged. Physical therapy is performed under environmentally 
controlled conditions. This procedure takes about four hours per day, six days 
per week. Once the patient is stabilized, he can develop a less chemically 
contaminated heat chamber at home. This home heat chamber is cost effective 
over the long hall. 

5. Costs - cost analysis is difficult in today’s market. However the average 
patient with chemical sensitivity who requires outpatient therapy can be treated 
from $1,000 to $10,000 per year. The more severe outpatients • about $20,000 
and the severely hospitalized patient anywhere from $20,000 to $100,000 
depending upon the severity. These figures are only guestimates based on our 
figures at the EHC-D. Most early patients need very minimal treatment and 
instruction on how to clean up and evaluate pollutant exposure is needed. 

We think the deserving veterans need to be helped now. It will decrease costs 
markedly and restore them to good health. 
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TESTIMONY OF EDWARD S. HYMAN, M.D., FJ^.CR, BB=ORE 

THE SUBCOMMfTTS ON OV»SIGHT AND INVESTIGATION, OF 
THE COMMITTS ON VETERANS' AFHVIRS, OF 
THE UNITB) STATES HOUSE OF REPRESENTATIVES, 

JUNE 9, 1993. 

Thank you for inviting me here today. I am flattered to be one of the very few fiiU- 
tinie, solo, privately practicing physicians ever invited to bring his views on Medi- 
cine to the Congress. I am eager to help the sick veterans of Desert Storm. 

\bu have invited me because I have successhiUy treated five consecutive sick veter- 
ans of the Persian Gulf 1^, and the sick wife of one of them. In treating them I have 
had no failure. Four veterans and the wife are restored to full activity. The most recent 
veteran treated, and the sickest one, is considerably improved and he continues to im- 
prove, but as yet he is not restored to full activity. He must re-build the muscles he has 
not used in more than two years. His illness has prevented him born working for almost 
a year. He will probably be able to return to work. Each of them has suffered a bacte- 
rial infection. 1 also have good evidence that many more of the victims of the Desert 
Storm Illness have the same infection as the ones that I have treated, perhaps even similar 
germs. Thus it is possible that my findings may help a large percentage of the sick veter- 
ans and their relatives. I have divided my presentation into three parts: 

1 ) Why and how I got involved in the Government's problem, 

2) The nature of the illness that I have identified, and 

3) What I propose should be done to help many more veterans. 


WHY AND HOW I GOT INVOLVED 

I got involved in the Desert Storm Illness because; 

1) In my private practice, I have encountered virtually every symptom and 
every finding so fm* described in that illness. Using available tools and 
available equipment, and using available drugs under the best principles of 
Plurmacology and Medicine, I had already helped more than a hundred 
patients in civilian life who had similar findings. I believe that I understand 
the illness. 

2) I could not in good conscience dt idly by when I thought that I could help 
some or many of the large number of deserving veterans who had acquired a 
strange and progressive illness after they had honorably served our country. 
After all, I went into Medicine to help people. 

Following my father and my uncle, I was committed to helping the sick when I entered col- 
lie at IS, when I received a bachelor's degree in chemistry, and when I was graduated from 
The Johns Hopkins Medical School a few weeks after my 21st birthday. (My Curriculum 
Vitae has been given to the Committee.) After the best ec a demic training I could 
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got, I went into the private piactk» of medicine to see Blnesses in the raw, 
to attend patients before they were worfced-over, before they lost their iden- 
tity and became known by the name of the cfisease assigned, before they 
were treated by guidelines instead of by doctors, and before they were sent 
to the so-called teitiaiy hospitals where I had worked. After forty years of 
solo practice treatkig multiple illnesses in the same human, I have learned 
that diseases by nsjltiple names may be related, and that the way the old 
masters practiced Medknne is often still the best and least expensive way to 
care for the sick. The old masters went from the bedside to the laboratory 
and back to the bedsideL They read widely, and they created the laboratory 
methods. They did not delegate the diagivrsis to a laboratory technician, 
and certainly did rat serxl a test to the laboratory without knowing the limi- 
tatkxB of the test. In the Desert Storm Illness, delegation of the diagnosis 
to a laboratory technician has led to serious oversight. 

In private practice I have continued my study of the basic sciences that have so ele- 
gantly added to Clinical Medicine since my gtaduation. Substituting modem "Hi-Tech" 
methodology for the tedious methods of the old masters, I have found that the informa- 
tion of the old masters was very often correct and accurate, but their methods were 
often too slow for a centralized "system of medicine". Over the years, many of those 
tedious methods have been replaced by faster "short-cuts", "short-cuts" which have 
never been proved and which are known to exclude important information. 
Nevertheless, these "short-cuts" are in the current "Guidelines". The urine 
examination in Che Desert Storm Illness is an excellent example. 

GETTING INVOLVED WAS NOT EASY. In August, 1992, 1 contacted the office of 
the Secretary for Veterans Affairs in >\^hington repeatedly and finally gave up. 1 was told 
they thought the illness was under control, and that the illness was due to mental stress. But 

as a Navy Doctor, I did the discharge physical examinations on hun- 
dreds of Marines following World War II. Of those who survived the 
extremely stressful hand-to-harul bayorwt fighting with the Japanese in 
Iwo-Jima, Tarawa, Saipan, Okinawa, etc., rxit one complairMd of stress 
giving joint pain, progressive fatigue; and the other sequellae of Desert 
Storm. Those young men had two things in mind, arxl the second one 
was going home Subsequent contact with the Secretary's Office was fruitless, and 
contact with the Veterans Hospital in New Orleans was equally frustrating. 

I contacted the House Committee on Veterans Affairs last September and received a pack 
of paper telling little of the illness and something of the psychiatry and epidemiology. But, it 
is not easy to study epidemiology without having some marker to track, e.g., a specific chemi- 
cal or germ. I got nowhere with that committee staff. 

CONTACT. One evening I saw some of the Desert Storm victims on CNN news. It took 
me less than five minutes to reach one victim who lives in a small town in Tennessee. I sent 
him a urine bottle with my preservative and he returned it filled. His urine a>ntamed the 
germs I sought. However, he could not come for treatment because he had become 
too sick to work. Therefore he had lost his job and in turn his hospitalization in- 
surance, and he had no way to pay for hospitalization. He gave me more names, and 
CNN's Brian Cabell gave me additional names. I phoned each one and I sent each two 
urine bottles. Each of the urines returned was positive. One victim who was about to 
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lose his job because of his illness, but still had his hospitalization insurance, came to 
New Orleans for treatment. The CNN crew knew him and came with him. They have 
an excellent record of his recovery, his REMISSION . He remains free of symptoms, 
and works full time. Mr. Lane is scheduled to tell his own story today. 

Following widespread coverage by CNN News and the localized but intense cover- 
age by the Birmingham News, my office has received hundreds of telephone calls from 
the United States, Canada, Israel, England, Austria, Hong Kong, New Zealand, etc. 

My solo practice of Medicine has been completely gridlocked. My receptionist was 
often in tears listening to the stories of illness, of unsuccessful treatments, and of the 
stress seeking help from Army, Navy, and Veterans Administration. The illness is 
obviously wide spread. In many instances I tried to get active duty victims ‘Med- 
Evac'ed' to the nearby Naval Air Station (NAS Belle Chasse, LA) and then brought in 
by helicopter, but 1 had no success. In conversations lasting over an hour, I 
have had no success explaining the illness or the treatment to many 
physidars in the Army, Navy, Air Forces and \^eran's Administration. 

I have been amazed that even their experts were not familiar with the 
basic sraentific work unrlertying their rote rxxMdusions, and I am cBsap- 
pointed that after giving them exact references in the world's fiteraturct 
not one has called again to rliscxBS it of even to give a due that they 
had read the wtxrfc. Did they bother to read the references? 

THE ILLNESS THAT I FIND 
Why it goes undetected. Why it is difficiilt to explain to doctors. 

N.B. Although I would like to believe that the illness that I find involves almost all 
of the veterans of Desert Storm, I can be only be sure in the few cases that I have seen 
and treated. Any one may have my urine ’marker’ for some other reason, another 
illness. However, thus far, each one who has had the marker and has come to me for 
treatment has had a good response to treatment, and thus each of them has steered the 
bacterial disease I suspeaed. / have evidence that this disease involves many others 
because I have found my marker for the disease in the urines of many others, including 
some with other diagnoses. 

THOUSANDS OF VICTIMS HAVE CONSULTED HUNDREDS OF 
DOCTORS, AND NO SPECIFIC DIAGNOSIS HAS BEEN MADE, NO 
"CODE NUMBER" HAS BEEN ASSIGNED, AND THERE ARE NO 
"GUIDELINES" TO FOLLOW. THESE DOCTORS ARE NOT DUM- 
MIES. IF IN ALL OF THOSE PATIENT-VISITS, NO DOCTOR HAS 
FOUND THE ILLNESS IN THE CURRENT TEXTS OR IN THE UNFOR- 
TUNATE "CODE-BOOK", THEN IT MAY WELL BE THAT THE ILL- 
NESS IS NOT IN THE TEXTS AND NOT IN THE "CODE-BOOK". YET 
IT EXISTS. THE TEXTBOOKS HAVE OVERLOOKED THE EVIDENC- 
ES, AND THE OVERSIGHT IS CANONIZED IN THE STANDARD 
CODE-BOOK OR "COOK-BOOK". 
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"Significant" Bacteria in Urine 
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LEOEND; Hw ugnifiamce of the fuding of bacteria in urine haa been atudied ever since Louis Pasteur 
very cautiously told the Acadeiny of Sciences in Paris on July 17, 1876, that upon leaving the body, urine of a 
healthy person was free of bacteria 'Stranger d ta namrr'. From then to 1956 any bactmia found in urine were 
considered potentially "significant*. Through the years, low counts of bacteria were noted in urine in scarlet 
fever, tuber^osis, typhoid, and all sorts of important systemic d i s ea ses. In the 1940's, Marple and Rantz found 
low counts of festidiotts bacteria (bac$eria that do not grow in urine or in the current laboratory culture) in urine 
to be common on the Internal Medicine wards at Stanford. In 1956, Edward Kasa, a brilliant physician at Har- 
vard, postulated that all 'significaot* bacteria in urine grew fiedy in urine and proliferated to reach high concen- 
trations in the bladder, e.g., 100.000 per milliliter (2.6 million per ounce). This was true when the patient had 
fknid symptoms, e.g., chills, burning on urination, etc. Kass carefully wrote c caveat; if the bactma do not grow 
freely in urine, they are outside bis rule. After three international conferencea and thousands of concurring pa- 
pers, Kass’s Bssunq>tion has yet to be chslleoged and his caveat haa been forgotten. That concentration became 
the rule for "significant* bacteria in urine (red arrow vriiicb detours), and for a generadmi the older and more 
careful literature has no longer been tau^ to students or to specialists. Some of us vriw have not forgotten die 
prior better work still realize that Ksss's rule fits only a small portion of 'significaot* bacteria in urine (green line 
which does not detour). The bacteria that I find in the urines of sick veterans do not grow in urine nor in the 
standard laboratory culture media. They are not found by the routine hospital laboratory. 
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The illness that I have found among Desert Storm Victims and that I have benefited 
is not in the CODE-BOOK. The reason follows and it is diagramed in the enclosed 
figure. THE BACTERIA I FIND IN URINE SERVE AS A MARKER FOR THE 
DISEASE, A TICKET OF ADMISSION. THEY ARE NOT FOUND BY THE 
ROUTINE LABORATORY PROCEDURE. The basic question is, when you find 
bacteria in urine, what is their significance? Did the bacteria come from inside the 
patient, or did the urine pick it up after it left the body? Or, even if they came from 
inside the body, are they "significant"? (See graph, page 4.) This question was first 
addressed by the famous Louis Pasteur who, in his address to the Academy of Science 
in Paris, made the cautious remark that urine upon leaving the body is free from bacte- 
ria "dtranger i sa nature” . / am told that it took twenty years for French physicians to 
accept Pasteur's notion that bacteria could cause disease. During the early part of the 
twentieth century there were numerous papers in the French, German, and British liter- 
ature and then in the U.S. literature concerning the {q)pearance of bacteria in urine in 
various systemic diseases, e.g, typhoid, tuberculosis, and scarlet fever. Most of these 
fastidious bacteria (e.g., of tuberculosis, scarlet fever) do not grow in urine. Many die 
in urine. Culture requirements for the fastidious bacteria to grow in the laboratory are 
given in the old literature. They require special culture media (broths or gelled broths 
with additives) and special conditions to survive and grow. They will not grow in the 
standardized laboratory media used in hospitals today to culture urine any more than 
Polar Bears would grow in the Amazon. The conditions are wrong. 

As early as 1898, Professor Hugh Young at Johns Ht^kms gave us a good way to find out 
whether the bacteria came from inside the bladder or came ftom external contamination. He 
passed a sterile needle through the belly wall into the bladder and withdrew the urine. This 
method of obtaining urine was not practical in a universal setting. In his 1926 textbook of 
Urology, Professor Young described the clinical manifestations associated with different kinds 
of bacteria found in urine. Bacilli caused florid symptoms, but cocci usually did not. His 
laboratory used many culture media in order to satisfy the different fastidious bacteria encoun- 
tered. Many excellent studies were done in the first half of this century. In the 1940's, at 
Washington University, I learned to grow fastidious bacteria called Brucella when 1 participat- 
ed in Professor W. Barry Wxxl's study of the then new streptomycin in human brucellosis. 

Dr. Wx)d later became chairman of Microbiology at Johns Hopkins and was co-editor of an 
important textbook on Microbiology. At Stanford from the 1920's until he retired in 1949, 

Dr. Thomas Addis led an independent, advanced school of thought on kidney disease at Stan- 
ford. He taught us how to examine urine under the microscope. His disciples described the 
detection of bacteria in a stained slide of urine sediment. Dte last "complete” survey of urine 
bacteria from Stanford in 1942 by Dr. Lowell Rantz, who taught me the bacteriology of 
urine when I was a resident physician. Following Dr. Charles Marple at Stanford, Dr. Rantz 
surveyed the carefully collected urines of patients on<the Internal Medicine Wards at Stanford, 
irrespective of the illness for which they were admitted. All sorts of bacteria were identified 
because he used multiple culture media that satisfied all sorts of bacteria. He found the strq>- 
tococci so frequently that he even entertained the thought that they could be normal flora in the 
urinary tract. But, in 1942, the only anti-bacterial drugs that Rantz had were the sulfonamides, 
the nitrofurans, and early penicillin. 

The landmark came in May of 1956 when Dr. Edward H. Kass, a very bright and innova- 
tive physician at Harvard, studying kidney infections with localiring symptoms (e.g., pain over 
the kidneys, bladder symptoms, etc.), made a simple assumption. (In the graph, this is the 
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start of the red detour Une.) In 1 956, KASS POSTULATED THAT ALL 'SIG- 
NIHCANT* BACTERIA IN URINE WOULD AND DID GROW FREELY IN 
URINE AS A CULTURE MEDIUM. Thus, while urine incubates in the bladder, the 
bacteria would proliferate to high counts. In contrast, if the bacteria were introduced by exter- 
nal contamination, they would not have time to proliferate to such high counts. Simple. If 
the bacteria divided in 20 minutes, then in 20 minutes 1 became 2, and at 1 hour the 2 became 
8. At 2 hours the 8 became 64, and at 3 hours the 64 become 572, and so on. This is a simple 
exponential rise which can be expressed as 2" where n is the number of times the bacteria 
could divide in the time allowed. Dr. Kass wisely inserted a caveat in hts 
paper. He said that any germ which does not grow in urine is outside 
his thesis. The simple beauty of Kass's assumption won out after three international con- 
ferences and thousands of concurring publications in medical journals. Kass never stated what 
laboratory culture media he used, but those bacteria which multiply in urine so rapidly will 
grow in almost any laboratory medium. Thus the medium used in the routine laboratory 
became standardized and limited. Kass's doctrine^ that only those germs which 
rapidly proliferate in urine were "significant* « has r\ever been challenged 
or proved; and this doctrir>e negates many more extensive and more 
careful works done before Kass. 

In the past 35 years, Kass's assumption became gospel carved in 
stone; and hts caveat has become forgotten. Thus a whole generation 
of physicians, and even those who taught them, have either forgotten 
the caveat or have never learned it. They have never read the prior and 
more careful work of earlier scientists. They do not know that they do 
rK)t know. This adherence to Kass's unproved hypothesis has resulted in the dismissal of 
many important studies on the association of b^teria in urine with systemic illness^, and it 
has led to remarkable papers concurring with the hypothesis. For example, in 1968 Angell, 
Reiman, and Robbins published a paper entitled, " “Active’' Chronic Pyelonephritis (kidney 
ir^ection) without evidence of bacterial infection". In other words, an established kidney infec- 
tion would progress without bacteria to be found. They used Kass's criterion. 

MY APPROACH; Among those who learned the bacteriology of urine before 1956, a 
few of us were never convinced that Kass had solved the whole problem. 1 remember the 
remarks of Professor Longcope at Johns Hopkins, my learning experience under Professor 
Wood, my conversations with Professor Lowell Rantz at Stanford, and what I learned about 
examining urine under the microscope from disciples of Professor Addis at Stanford. In 1958, 
in private practice, I attended a woman who was flown home to New Orleans from a famous 
institution for terminal care. Her urine was negative by the standard culture based on Kass’s 
hypothesis. I found germs by microscopy, 1 grew the germs by the old-fashioned methods, I 
gave her antibiotics, and she was up again. 

After that case 1 began to modify the ancient art of examining urine by introducing the 
technology I was learning in my work in Biophysics, and with the help of other Biophysicists, 
Biochemists, Physicists, Mathematicians, etc. I could idendfy bacteria in 90 minutes that 
would sometimes take the old masters 2 weeks to identify. Moreover, I could identify dead 
ones that would never grow (dead ones were once alive and alive inside the body). Many 
years ago I standardized the method and it is now published in a reputable journal. 

1 have now used this method for twenty five years, I have observed the clinical relevance 
of the bacteria found, and I have gained considerable experience. The clinical results have 
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been most rewarding. I have had three adfantages on those who taught me. F1rst> I had 
the benefit of their teachings, or as Sir Isaac Newton said, ”If I have seen further, it is by 
standing upon the dioulders ot giants”. Second, I had developed a technology that gave 
an answer in about 90 minutes instead two weeks. This allowed me to feed>back labo* 
ratory information to the patient care in a timely manner. nUrd, 1 bad antibiotics which 
they did not have. Now I have added 35 years of carefully gained clinical experience. 
Thus far none of my patieids has had a signincant advom effect. 

TREATMOIT: If a hunter fires his rifle at a bird flying over and the bird falls, then 
he has reason to believe that he hit the bird. If instead the bird flies on, he probably 
missed. He may try again. I give an antibiotic and observe the bacteria in the urine by 
my method. If the antibiotic, or combination of antibiotics, has been less than effective 
in suppressing the germ as seen under the microscope, I can increase the dosage, add 
another antibiotic, or change the antibiotic. If elimination of bacteria by an agent that 
only affects bacteria results in a cure of the concurrent illness, then the bacteria (or 
some other bacteria) were probably "significant". This is not new. Dr. Paul Ehrlich 
used this approach to treat a b^terial infection known as syphilis. He saw the germ 
under the microscope, he gave his antibacterial agent (which he synthesized himself), 
and the germ disappeared. He called his treatment * Chemotherapy*. Dr. Ehrlich won 
the Nobel Prize in 1908. This method has been in use ever since. Thus the method I 
use is in the ancient bedrock of Medicine. 1 have simply applied a standard method 
referenced to the bacteria found in urine. Unfortunately, this disease does not go away 
in a few days as a theoretical streptococcal sore throat is supposed to do under penicil- 
lin. The chronicity is reminiscent of the chronidty of syphilis, tuberculosis, or sub- 
acute bacterial endocarditis. 

The antibiotics that I use are also not new. They have been sold in pharmacies for 
ten or more years. The microscopic method is very useful. 

With this approach, I have treated well over a hundred patients in a well established 
hospital in New Orleans. I have not had a single significant adverse effect. Yet, after 
well over a hundred of such patients, I still feel obliged to follow each patient carefully. 
The work is tedious. I have worked long hours, nights, and weekends monitoring these 
patients. I do not believe that a rigid treatment protocol can be written at this time. 

PUBUCATIONS 

1. My method of urinalysis has been in the scientific UteraUire for more than a year. That 
method is the key to rapidly finding the bacteria quickly oiough to take the information back to 
the bedside. 

2. The above detour of 1956 and the misinterpretation of Dr. Kass's thesis (caveat) is very 
much the crux of the teaching that has derailed thinking pertinent to the illness that I find. 
Unfortunately, that mistake is cut-in-stone. Last year I integrated all of the parameters respon- 
sible for the quantitation of bacteria in the urine, and I showed without doubt that the currently 
taught criteria for "significant" bacteria in urine accounted for only a small portion of the clini- 
cal problem. Recently my paper was accq>ted for a well known international journal. 

The comments of the Editor's "Peer Reviewer" were most generous. Clearly he agrees 
with what I have said, and his comments are pertinent to today's subject, as follows: 
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"There is no relationship between what Ed Kass studied and reported 
35 years ago and the present day interpretation of his work. Sadly, the 
interpretation of the meaning of bacteria in urine, as currently occurs 
at the bedside, has no relation to the evidence. Mistakes are made daily 
- and sometimes with dire consequences for the patient. 

A hurrah for Dr. Hyman. How refreshing is his approach! How 
simple! and how sensible! It deserves a wide audience, and should be 
available on the wards for the enlightenment of students and house staff 
(and those who teach them)." 


WHAT I PROPOSE TO BE DONE 

Thus far I have successfully treated five veterans and one wife. I have had no failure. All 
but one of these servicemen have come from one Navy unit. The sampling is tiny. A larger 
sampling is mandatory. Following the hundreds of phone calls, I examined urines from a wide 
sampling of sick veterans, some active duty military persons, and a significant number of civil- 
ians with a similar set of symptoms. I have hospitalized several of the civilians who have in- 
surance. The success continues. The veterans, the active military, and the civilians are eager 
to come to New Orleans. The prc^lem with the sick Desert Storm Veterans is that many have 
lost their Jobs because of the illness, and few have hospitalization. It is painful to hear their 
plight on the telephone. I believe that the Government should offer support to try to help 
them. 

The approach should take two or more steps. 

1 . A LARGER SAMPLING. Clearly there is a need to determine whether the studies I have 
daie are relevant to a much larger segment of the Desert Storm victims. I propose that the 
Federal Government finance the study and treatment of 15 to 20 more victims. They 
should be studied with a full, undiluted effort, leaving no stone unturned. If the treatment 
fails, then it would be the approach that failed, and not some factor diluting the effort. 
Clearly the best arrangement would be to put them where I am already set-up, where I can 
continue to go from bedside to l^mratory in my office and back. They should be hospital- 
ized where the nursing service and the other hospital personnel are familiar with the large 
number of patients that I have treated. Thus far I have taken each history, done each 
physical examination, examined each urine, written e^h admission note and each discharge 
note, and taken all night calls. With the added patients I would like to have help from 
doctors familiar with my work, and one in particular who has rqieated some of it in New 
York. My approach should be continued if, and only if, the treatment will put a significant 
number of the patients in this open study into remission. I would aim for an unrealistic 
100%. 

The length of follow-up ^ould be several months at least. A flexible protocol should 
be set up. 

2, IF AND ONLY IF STEP 1 IS SUCCESSPTJL, the use of the treatment should be 
widened. If unsuccessfiil, then there is nothing to be gained by such an effort. To spread 
the methodology, it would be necessary to teach a clone of doctors what I have learned 
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over the past thirty five years. This cannot be done by didactic lectures. They must first 
UD>learn what they may have been taufht is gospel» and then they must gain stane 
experience. This is not easy. One learned physician from the East has come here more 
than once and has entered this subject over a period of years. He is in academia, and I 
would like to bring him into the effort early-on. However, there is ample time to consider 
how to disseminate the know-how. It may take several steps. 

3. I would like to study the illness further. Why did a cluster of servicemen come down with 
what could be a single set of symptoms and findings? What is the nature of the germ that 
would cause this? How did it spread? I have preserved some specimens of the bacteria for 
such a study, and more are easy to get. I have reviewed the literature on such germs. 

In conduston, five considerations are outstanding: 

1. It is your problem and not mine. I simply offer help for veterans. 1, myself, am a veteran 
of the Navy Medical Corps. I understand. 

2. I will continue whether or not the Fedmal Government will help. This whole subject is but 
a branch of the work I have done. Three more sick veterans are coming to New Orleans 
for treatment when I get back. There will be more. The government could accelerate this. 

3. From my own clinical experience, the illness will not go away. Instead, in many cases it 
will progress with increasing permanent damage. The longer it goes on the harder it is to 
eliminate. I have heard that some veterans have died, perhaps of this illness. 

4. Medicine is a beautiful science. Unlike a religion, "truths” in science are not carved in 
stone and carried down a mountain. Instead any of today's "truths* in Medicine is up for 
revision at any time better data or evidence is obtained. It is painful for me to see the 
beautiful science reduced to a retail chain; to see yesterday's "truths" in Medicine canned 
in a "Code Book", resistant to change, and enforced by a remote, hidden, and uninformed 
clerk; and to see [doctors of Medicine reduced to retail salespersons. Medical care has 
and will progressively suffer, and the cost will inevitably continue to rise inordinately. 

5. I consider myself a conscientious, indqimdent, Doctor of Medicine. Doctors lil» me 
cannot function under the less efficient "systems of health-care" already in effect, and 
getting more constricting. The Vice Piesident (himself an environmentalist) has been 
quoted as saying that the solo privately practicing physician will become extinct. 

Ows, I hereby ask for Federal protection under the Endan- 
gered Species Act. 


Acknowledsment: The country owes a debt of gratitude to Mr. Brian Cabell of CNN 
News and to Mr. Dave Parks of the Birmingham News for their exercise of journalism 
in the National interest in their respective media. 
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Statement of Victor Gordan, M.D., Pulmonary Specialist at the VA 
Medical Center, Manchester. New Hampshire, before the Committee on 
Veterans Affairs, June 9, 1993, Washington, DC. 

I have interviewed and evaluated 87 Persian Gulf veterans between 
November 91 and June 93. Ten of these were telephone calls from 
other states: Texas, Arizona, Illinois, South Carolina, Tennessee, 
Maine, and Massachusetts. Five were telephone calls from New 
Hampshire. Seventy-eight veterans present symptoms considered to 
be possibly related to Persian Gulf exposure to chemical elements. 
The majority of these veterans are from New Hampshire and 
Massachusetts. The veterans from other states are self referrals. 
The health problems of these veterans present considerable 
personal, social and family life implications. 

After spending hours listening to the veterans, their parents, and 
spouses, I can outline some of their concerns. They feel that the 
army and the VA do not show understanding for their sufferings. I 
have heard stories about misunderstanding of their medical problems 
by some of the VA physicians. In my opinion this misunderstanding, 
if there was one, stems from lack of knowledge of these physicians 
regarding the nature and the cause of these symptoms. Most of 
these veterans under my care have a job. However, there is a 
significant number who do not have a job or had job(s) and were not 
able to hold these jobs because of the severity of their symptoms. 
The persistent questions they ask regard the cause (s) of their 
illnesses and the availability of a treatment. The veterans are 
also concerned for their future in terms of quality and span of 
their lives, their ability to function in society, to hold a job, 
to have and support a family. The veterans' frustrations stem from 
lack of satisfactory answers to their medical problems, lack of 
efficient treatment and from being denied VA benefits when they 
file claims. 

Only one veteran might have post traumatic stress disorder (PTSD) . 
Most of them fell very strongly that their illnesses are not 
psychiatric in nature. 

I will now elaborate on the medical spectrum of these so-called 
unexplained or mysterious illnesses. After interviewing and 
evaluating these veterans, I noticed that the pattern of the 
symptoms found in one individual is seen in the rest of the 
individuals. The difference between individuals is only the degree 
of the severity of these symptoms. The similarity and even 
identity in symptoms features is invariably correlated with the 
consistent history of exposure to chemical elements in the Persian 
Gulf area. Taking the medical history of these veterans, I found 
that their health status before deployment to the Persian Gulf is 
rated by them from very good to perfect . 

The similarity of the symptoms, the history of exposure to 
chemicals and their previous health status make a strong 
circumstantial evidence for multichemical sensitivities condition 
they acquired in Persian Gulf environment. 

In this situation the multichemical sensitivities emerge as the 
possible cause of veterans' illnesses. 

The treatment which I currently offer consists of medication for 
alleviation of their symptoms, i.e. asthma, headaches, diarrhea, 
joint pain, etc. The result of this treatment is very discouraging 
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because the symptoms either do not respond to treatment or, if they 
do, the recurrence is seen with regularity. If one accepts that 
their illnesses were caused by exposure to chemicals (and I believe 
so) then the right treatment would be chemical detoxification. To 
my knowledge this specific treatment is not offered by the VA 
except at the Northeunpton VA in Massachusetts. The American 
Academy of Environmental Medicine presents a treatment protocol as 
well as specific laboratory tests panel. 1 think we should start 
referring our veterans, particularly those with severe symptoms, to 
the environmental specialists for necessary evaluation and 
treatment . 

The VA should recognize the multichemical sensitivities syndrome as 
a codifiable medical diagnosis so that veterans who apply for 
compensation will be awarded benefits. I have few Persian Gulf 
veterans under my care whose symptoms raise the possibility of 
radiation from depleted uranium (D.U.) materials. The VA should 
set up centers where the veterans will have easy access for 
evaluation and follow up-. It is necessary for the VA to improve 
the education of health care providers on Persian Gulf veterans' 
health issues. This will result in better relationships between 
these veterans and the VA medical staff. 

The need for scientific research on Persian Gulf veterems' health 
problems is long overdue. This research will solve the ongoing 
dispute on chemical sensitivities as a cause of these unexplained 
symptoms . 

A number of research projects were conducted by the Department of 
Defense and by the Department of Defense in conjunction with the 
Department of Veterans Affairs. To my understanding the conclusion 
from this research shows no connection between veterans' illnesses 
and Persiaui Gulf environmental elements. 

I am wondering if the methodology, the results and the conclusions 
of this research were subjected to a peer review process before 
being published. 

I would like to conclude my testimony with statements which reflect 
my personal view on Persian Gulf veterans' illnesses. 

I believe these symptoms are not caused by Post Traumatic Stress 
Disorders (PTSD) in the majority of cases. These symptoms are 
caused by something else which we have to discover. Multichemical 
sensitivities might be very likely cause. 

The medical stories of these veterans break my heart if I have one, 
make me cry if I have a soul, and open my mind if I want to listen. 


Thank you. 
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Mr. Chairman and members of the Committee, t am Major 
General Ronald R. Blanck, Commanding General of Walter Reed Army 
Medical Center. You might remember that during the Persian Gulf 
War I was the Director of Professional Services within the U.S. 
Army Surgeon General's Office and, in that capacity, I testified 
before the Committee on Veterans' Affairs Subcommittee on 
Hospitals and Health Care in September of 1992 when they were 
reviewing the "Health of Service Members and Former Service 
Members Who Served in the Persian Gulf War." In that capacity, 
and now in fulfilling my responsibilities at Walter Reed, I have 
been actively involved in many of the soldier-health Issues 
which I believe you wish to discuss and I look forward to 
sharing with you my, and the Army Medical Department's, best 
professional evaluation of these issues . 

I can summarize my previous testimony by saying that the 
Army's response to health issues prior to, during, and after the 
Persian Gulf War was and continues to be aggressive, open and 
proactive. Endemic diseases and environmental stresses were 
anticipated, considered and countered before, during and after 
deployment to Southwest Asia. Soldiers medical records were 
reviewed to ensure that they had current immunizations against 
polio, typhoid, diptheria-tetanus , influenza and meningococcal 
meningitis. In addition, soldiers were given immune serum 
globulin to protect them against infectious hepatitis and some 
soldiers were given chloroquine chemoprophylaxis to protect 
against malaria. Preventive medicine guidance was published for 
soldiers in pocket-size booklet form, "The Threat of Disease and 
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Non-Battle Injury to U.S. Military Personnel on Operation Desert 
Shield" and widely distributed in order to minimize disease and 
non-battle injury (DNBI). A second book, "Diagnosis and 
Treatment of Diseases of Tactical Importance to U.S. CENTCOM 
Forces," was distributed to assist medical personnel in the 
early diagnosis and treatment of the diseases found in Southwest 
Asia (SWA). Proof of the effectiveness of the Army Medical 
Department's efforts was the remarkably low incidence of DNBI 
exhibited by our deployed forces. The DNBI rate for Operations 
Desert Storm and Desert Shield was less than one-half the rate 
of the Vietnam Conflict, about one-quarter the rate during World 
War II, and one-fifth the rate of World War I. Four leading 
causes of hospital admissions in theater Included non-battle 
trauma, heat injury, diarrhea, and respiratory problems; the 
U.S. Navy and U.S. Air Force DNBI rates were similarly low. 

There were 31 cases of leishmaniasis, 7 of malaria, 2 of 
meningococcal disease (Including one death) and 1 case of Q 
fever. No cases of sandfly fever, hepatitis A, schistosomiasis, 
plague, rabies, brucellosis, toxoplasmosis, trachoma, or anthrax 
were diagnosed. The low DNBI rate and the few cases of tropical 
diseases indicate the high degree of command emphasis on 
preventive measures and the success of preventive medicine 
programs . 

With that introduction, let me address some of the specific 
health issues which have been raised relative to the service of 
our soldiers in the Persian Gulf theater. While deployed and 
preparing for battle, military intelligence reports indicated 
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there was a real probability that Iraqi forces would employ 
biological and chemical weapons; in response to that threat, 
anthrax vaccine and a botulinura vaccine were administered. The 
anthrax vaccine, which is licensed by the Food and Drug 
Administration (FDA), was given to approximately 150,000 
individuals. The botulinum toxoid vaccine, which is not 
FDA-licensed but its use as an investigational new drug (IND) is 
allowed by the FDA and has been used safely for over 25 years, 
was given to approximately 8,000 individuals. Both may cause 
minor local or systemic side effects, but no long-term adverse 
health effects have been documented. A nerve agent 
pretreatment, pyridostigmine bromide (PB) was also 
administered . Pyridostigmine bromide has been licensed in the 
U.5. (as Mestinon and Regonol) since 1955 for treatment of 
myasthenia gravis. It can be used prophylactically as a nerve 
agent pretreatment and was used by tens of thousands of soldiers 
during the Gulf War. Both the Botulinum Toxoid vaccine and the 
PB pretreatment are considered IND products by the FDA; both are 
well known, have an outstanding safety record and have been in 
use for many years. Some acceptable side-effects can be 
expected in a small percentage of those who are administered any 
treatment, but the price of a minimal potential for minor 
side-effects was easily worth being prepared for exposure to 
deadly biological and chemical warfare agents. The side-effects 
that did develop in a small number of soldiers were transient 
and we are confident that no long-term adverse side effects will 
develop from having been administered the vaccines and nerve 
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agent pretreatment . 

In the wake of the war, we recognized that there were some 
health issues which merited special study — two specific issues 
were ( 1 ) the exposure of our soldiers to the smoke generated by 
the Kuwaiti Oil Fires and ( 2 ) the atypical exposures of a small 
number of soldiers to Depleted Uranium dust and fragments. 

There was concern, initially, that there could be some 
adverse health effects demonstrated among our soldiers who were 
exposed to the smoke generated by the Kuwaiti Oil Fires . 

Reports from the O.S., French, Norwegian and Kuwaiti 
Environmental Protection Agencies did not find significant 
quantities of pollutants that would cause acute or chronic 
health effects, except for particulates, which are naturally 
high in the region. The groups, however, indicated that there 
was some uncertainty associated with their conclusion, relative 
to long-term health effects, because of insufficient data. For 
that reason and at the request of DoD, the Army Surgeon 
General's Office tasked the U.S. Army Environmental Hygiene 
Agency (USAEHA) to conduct an assessment of the long-term risk 
of adverse health effects sustained by U.S. troops. The project 
consisted of three main areass an environmental monitoring 
effort (with subsequent health risk assessment), an industrial 
hygiene sampling study, and a biologic surveillance initiative. 
Upon their completion, and scientific review, the three studies 
will be integrated to obtain a complete picture of the 
environmental situation in the Persian Gulf region and the 
resultant health consequences to DoD personnel. The Interim 
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Report, "Kuwait Oil Fire Health Risk Assessment," which has been 
peer’ reviewed by the U.S. EPA, the U.S. Public Health Service, 
and other agencies, concludes that the total predicted excess 
cancer risk is below the U.S. EPA's range of concern. The total 
predicted non-cancer risk, however, did exceed the U.S. EPA's 
range of concern slightly, but was comparable to the non-cancer 
risk predicted for persons living in Saudi Arabia and not 
exposed to significant levels of Kuwaiti Oil Fire smoke. 

Another project which will assist in answering soldier- 
health questions related to the Kuwaiti Oil Fires is the project 
initiated in response to Public Law 102-190 in which the OoD was 
tasked with creating and maintaining a Registry of the names of 
individuals who served in the Persian Gulf region; additionally, 
the DoD was tasked with developing an air pollutant exposure 
model. The purpose of the two efforts is to be able to 
determine individual exposures to the smoke from the burning oil 
wells and the health consequences of the estimated exposures. 

The U.S. Army and Joint Services Environmental Support Group 
(ESG) Desert Storm Task Force is responsible for creating and 
maintaining two data bases; (1) a personnel data base 
Identifying each military member who served in the Persian Gulf 
and (2) a combat unit location data base Identifying and 
tracking the daily locations of all U.S. Armed Forces units that 
served in the Desert Storm Theater of Operation. The ESG Desert 
Storm Task force now has ten of the fifteen civilian personnel 
required for this project on board. Computers and software for 
the computers have been delivered and are ready for use. 
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Personnel are currently being trained on the computers, the 
methodology to be used, military records and map reading. The 
personnel data base to be used in the project was created by the 
Defense Manpower Data Center (DMDC) located in Monterey, 
California. The DMDC data base contains approximately 650,000 
names of service members who served in the Persian Gulf. The 
ESG Desert Storm Task Force is expected to start initial unit 
tracking operations in late June or early July 1993. ESG is 
expected to complete the collection and tracking of unit 
location information by June 1995. 

The second specific health issue is related to atypical 
exposures to depleted uranium dusts or particles, and 
fragments. (Typical exposures are received in the normal course 
of transporting, loading and firing depleted uranium penetrator 
munitions.) Depleted uranium dusts and particulates can be 
created when a depleted uranium penetrator strikes a hard target 
(for example, the armor of an Abrams Battle Tank), or burns in a 
fire; these dusts can then be either inhaled or ingested. 
Twenty-seven soldiers of the 144th Supply and Services Company, 
Army National Guard were identified as having the greatest 
potential for Inhaling or ingesting depleted uranium dusts (they 
were preparing damaged battlefield vehicles for retrograde). 

Half of those soldiers have undergone medical evaluation at the 
Boston VA Medical Center and the results of those examinations 
have shown no effects of uranium toxicity and no uranium 
residues or byproducts were detected. Later this year, fresh 
samples from the entire group will be analyzed at the U.S. Army 
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Environmental Hygiene Agency, using an even more sensitive 
technique. Another atypical exposure to depleted uranium 
resulted for a possible 36 soldiers who were aboard battlefield 
vehicles when the vehicles were struck by U.S. -fired depleted 
uranium penetrators. Twenty-two of the 36 suffered 
fragmentation injuries; some of the fragments remain imbedded in 
the tissues of the soldiers; and some of the fragments could be 
depleted uranium. Careful analysis of these atypical exposures 
to depleted uranium suggest there will be no significant 
increase in risk to health, either in the short or long-term. 

In the case of those soldiers who are identified as retaining 
depleted uranium fragments, however, we have decided that it 
will be prudent to conduct annual medical evaluations for a 
period of at least five years. By conducting these annual 
medical evaluations, we expect to accomplish two valuable 
objectives: (1) we will gain additional information which might 

be useful in the management of similar injuries in future 
conflicts, and (2) we will provide some degree of peace-of-mind 
to the soldiers who are undergoing the medical evaluations . 

In addition to the previously discussed, relatively 
well-studied, well-understood issues, I am concerned about the 
increasing number of soldiers with vague and nonspecific 
symptoms, the etiology of which has so far defied 
identification. The symptoms suffered by these soldiers have 
included malaise/fatigue, muscle/joint pain, intermittent fever, 
intermittent diarrhea, abdominal pain, thick saliva, 
thinning/loss of hair, weight loss, skin rash, and bleeding 
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gums. The Office of The Surgeon General sent an Epidemiological 
Consultant Service team (EPICON team) to assist the 123rd ARCOM 
Surgeon in evaluating over 100 Individuals in Indiana with 
multiple symptoms. An extensive investigation was conducted by 
the EPICON team. A total of 79 soldiers reported for medical 
evaluation and completion of questionnaires . Other soldiers 
were evaluated by private physicians and physicians at area 
military and Department of Veterans Affairs medical treatment 
facilities. No objective evidence to suggest an outbreak of any 
specific disease. The documentable medical and dental problems 
and Illnesses found in that group were typical of what would be 
expected in the general population. Musculoskeletal injuries 
and their sequelae were the most important medical problems 
experienced by the group. Stress associated with 
post-deployment adjustment to civilian life was a plausible 
etiology for some of the symptoms reported, especially sleep 
disturbances, depression, forgetfulness and cognitive 
difficulties. In general, these symptoms were worrisome, but 
not debilitating. Chronic or persistent diarrhea may have been 
associated with the deployment, although no specific etiologic 
agent was Identified in most cases. No common source of 
exposure to infectious disease, microwave radiation, 
petrochemicals, environmental hazards, or toxic materials was 
identified. Many of these and other soldiers have responded 
well to the medical management of their specific symptoms; but, 
traditional medical treatment has been unsuccessful in 
eliminating the health problems of a few. Post-traumatic stress 
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disorder, or PTSD, is also being investigated. The Conference 
Report on the FY92 Defense Appropriations Act directed the 
Department of Defense to study the effects of the Gulf War on 
active duty, guard, and reserve personnel and their families who 
are located in Greensburg, Pennsylvania, and in the State of 
Hawaii. This is to determine specifically if personnel are 
showing signs of significant psychological distress brought on 
by abrupt changes in their lives. The Walter Reed Army 
Institute of Research (WRAIR) has already completed a similar 
study on Army active duty, guard, and reserve personnel and 
their families during the pre-deployment, and post-deployment 
phases of the Gulf War. DoD asked WRAIR to perform its survey 
on this focused population to deteinnine what its mental health 
needs may be as a result of the war. WRAIR will use the data 
base from the former study which is derived from a larger 
population to assess this particular population's needs. 

Between March and Hay 1993, WRAIR surveyed units and Individuals 
in Hawaii and Pennsylvania. Also the Department of Veterans 
Affairs will collect additional data on ODS/DS veterans using 
local DVA facilities in the target area. The final report of 
the study will be completed by November 1993. 

All who served in the Persian Gulf War are being provided 
the very best medical care we can offer. Those who currently 
remain on Active Duty receive their medical care within our 
Active Duty Medical Treatment Facilities; those who are 
Reservists typically would be supported by Veterans Affairs (VA) 
Hospitals but can also access care in an Active Duty MTF; those 
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who are neither Active Duty nor Reservist can receive their care 
from the VA. By Department of the Army policy, all soldiers who 
were to serve in the SWA Theater of Operations , regardless of 
component, would undergo redeployment medical evaluation and 
detailed medical history. Soldiers with abnormal medical 
evaluations received further examination and treatment and 
disability processing if indicated. When reports of unusual 
medical symptoms appeared, a standard evaluation protocol was 
developed with the other services and the VA to provide guidance 
for physicians in evaluating patients with possible 
post-Operation Desert Shield/Desert Storm (ODS/DS) related 
illness . 

In order to determine the existence and prevalence of 
chronic long-term illnesses, conditions or symptomology directly 
related to or associated with service in SWA, the Office of The 
Surgeon General sent out a worldwide message in August 1992 to 
active duty medical treatment facilities. The message requires 
that clinicians who identify or suspect that a chronic medical 
or psychiatric condition is related to service in SWA must 
report that condition to the Office of The Surgeon General. As 
of 01 June 1993, 67 case reports had been received. The 
principal diagnosis/condition of each of the 67 cases is 
recorded in enclosure 1. Of these 67 cases, 15 have been 
processed by the Army Physical Disability Agency. Five were 
found fit for duty. Ten were found unfit for duty (4 had 
psychiatric conditions, 3 had pain syndrome, 1 had acromegaly, 1 
had chronic fatigue, and 1 had meningoencephalitis). 
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The U.S. Navy established a similar surveillance system for 
post-ODS/DS illnesses. As of 5 May 1993, 38 cases (which 
includes 10 leishmaniasis cases) had been reported with a 
distribution of illnesses and symptoms similar to the Army. The 
U.S. Air Force established a surveillance system to collect 
physician-verified cases of post-ODS/DS illness and to date no 
unexplained illnesses and only several cases of leishmaniasis 
have been reported . 

Service members and veterans with specific illnesses or 
conditions related to service in SWA received appropriate 
medical care for that diagnosis. Individuals with undiagnosed 
conditions continue to undergo diagnostic testing and medical 
follow-up through active or DVA medical treatment facilities. 

In order to determine numbers and trends in discharges for 
medical disabilities, two diagnoses were selected to compare 
pre- and post-Persian Gulf Conflict discharge data from the Army 
Physical Disability Agencyi Post Traumatic Stress Disorder 
(PTSD) and Chronic Fatigue Syndrome (CFS). The following 
numbers reflect cases processed through the disability system 
for years before and after Operation Desert Stormi For PTSD, 
FY90, 44 cases (37 active, 7 reserve) and FY92, 163 cases (92 
active, 71 reserve); and for CFS, FY90, 1 case (1 active, 0 
reserve) and FY92, 4 cases (4 active, 0 reserve). 

Compared to the large number of military service personnel 
deployed to SWA (over 600,000), only a relative small number 
report chronically ill-defined symptoms which are difficult to 
diagnose and/or treat. Those individuals have had extensive 


12 



327 


medical evaluations at military, DVA, academic, and civilian 
institutions. The military health system has sought extensive 
consultation with outside agencies and individual experts in 
their fields. Extensive research has been done, especially 
concerning leishmaniasis, and we support further research in the 
field of multiple chemical sensitivity and chronic fatigue 
syndrome. Under way is a collaborative effort among the VA, DoD 
and the National Academy of Sciences (Medical Follow-Up Agency) 
to evaluate the feasibility of future research projects to 
further advance our understanding of Persian Gulf War medical 
problems. To date, no single pathological agent or exposure has 
been identified to account for the undiagnosed symptoms and 
conditions seen in some ODS/DS veterans . All veterans of the 
Persian Gulf conflict will continue to be evaluated on a 
case-by-case basis as the search for a common causative agent 
continues . 

I appreciate the opportunity to appear before the Committee 
and will be happy to answer any of your questions. 
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Principal Diagnosis /Condition of 
67 Cases Reported by U.S. Army 


Diagnosis /Condition Cases 

Fatigue 13 
PTSD/Neuropsychiatric Condition 10 
Orthopedic Condition 7 
Asthma/Dyspnea 6 
Alopecia Areata 4 
Difficulty Sleeping 3 
Atypical Cheat Pain 3 
Cutaneous Leishmaniasis 2 
Abdominal Pain 2 
Diarrhea 2 
Recurrent Urticaria 2 
Hypoplastic/Aplastic Anemia 1 
Problem with Concentration 1 
Crohn's Disease (possible) 1 
Acromegaly 1 
Acute Orchitis 1 
Encephalitis 1 
Salmonellosis 1 
Sarcoidosis 1 
Giardiasis 1 
Organic Brain Syndrome (Provisional) 1 
Neurologic Problems 1 
Chronic Osteomyelitis (Possible) 1 
Hiatal Hernia 1 


Totals 


24 Diagnoses/Conditions 


67 Cases 
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ARE SYMPTOMS OF PERSIAN GULF VETERANS 
RELATED TO ENVIRONMENTAL CHEMICAL EXPOSURE? 

A PROPOSAL FOR CLINICAL INVESTIGATION 

I. PROBLEM STATEMENT 


Hundreds of military veterans have returned from the Persian Gulf complaining of 
illnesses characterized by multiple, diverse symptoms. An increasing number of these 
veterans and their physicians attribute these symptoms to chemical exposures. This 
issue warrants careful investigation. Exposure to chemical pollutants is endemic to 
our modern industrial society. There is a growing perception that exposure to 
relatively low levels of chemicals may cause serious disease. This awareness on the 
part of the public. Congress, and regulatory agencies has led to heightened scientific 
attention to a problem that has been termed "chemical sensitivity". 

Individual susceptibility to chemicals may vary by orders of magnitude.' Chemically 
sensitive individuals appear unique in that they report disabling symptoms at levels of 
exposure apparently well tolerated by most people. However, sensitivity to chemicals 
is in fact widespread in the popuiation: The EPA surveyed 4,000 of its employees and 
found tha^ nearly one-third considered themselves "especially sensitive" to one or 
more common chemicals in indoor air.’ In another survey, more than 600 college 
students were asked about their responses to five common chemicai exposures. 
Fifteen percent indicated that at least four of the five made them ill.’ 

Review of the literature on exposure to low levels of volatile organic chemicals 
(LLVOCs) reveals four groups or clusters of people who report heightened reactivity:* 

• Industrial workers 

• Occupants of "tight buildings," including office workers and school- 
children 

• Residents of communities whose air or water is contaminated by 
chemicals 

• individuals who become ill or disabled following personal and unique 
exposures to various chemicals in domestic indoor air, pesticides, drugs 
or consumer products 

To this list might be added a fifth group; Soldiers, whether deployed In combat or 
engaged in non-combat activities, who have encountered substances commonly found 
in the military environment, such as fuels and propellants, paints and/or preservatives. 
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solvents, lubricants, pesticides and herbicides, combustion products, repellents, and 
chemical weapons agents. Symptoms reported by. 79 Persian Gulf veterans of the 
123rd ARCOM are strikingly similar to those of patients reporting chemical 
sensitivities subsequent to an identifiable exposure (Figure 1): 


Figure 1 . Symptom Frequencies for Persian Gulf Veterans 
versus Self-Identified Chemically Sensitive Patients 


SYMPTOM 

GULF VETERANS. % ’ 

PATIENTS REPORTING 
CHEMICALSENSmVITIES. %■ 


(N - 79) 

z 

II 

<n 

o 

Fatigue 

70.9 

78.0 

Sleep disturbance 

57.0 

44.0 (insomnia) 

Forgetfulness 

54.4 

74.0 

Joint Pain 

54.4 

72.0 

Irritability 

46.8 

58.0 

Difficulty concentrating 

43.0 

76.0 

Depression 

41,8 

60.0 

Headache 

37.2 

62.0 

Rash 

35.4 

37.0 

Cough 

34.6 

42.0 

Abdominal Pain 

34.2 

56.0 

Diarrhea 

32.1 

44.0 

Ringing or pain in ear 

24.1 

40.0 

Fever 

12.8 

14.0 


* DeFraltes RF, Wanat ER, Norwood AE, Williams S, Cowan D, Callahan T. Investigation of 
a suspected outbreak of an unknown disease among veterans of Desert Shield/Storm 1 23rd 
Army Reserve Command, Fort Benjamin Harrison, Indiana, April 1 992. 

‘ Miller CS, Mitzsl HC, Kniker WT and Jackson RB. Comparison of symptoms in individuals 
reporting onset of chemical sensitivities following exposure to pesticides and to building 
remodeling (in progressl. 


Other symptoms attributed to LLVOCs reported by at least half of the chemically 
sensitive patients, but for which comparative data on the veterans was not available, 
include: loss of motivation, drive or interest; grogginess; dizziness or lightheadedness; 
muscle aches; slowed responses; problems digesting food; breathing difficulties; eye 
burning of Irritation; tenseness or nervousness; difficulty making decisions; head 
fullness or pressure; feelings of unreality or spaciness; problems focusing eyes; food 
cravings; pbdominal gas; problems with handwriting; and postnasal drainage. 
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The requirement to maintain peacetime military readiness, assure combat effective- 
ness, and minimize both battle and non-battle casualties suggests that the following 
questions need to be addressed: 


• Are there individuals/soldiers who are especially sensitive or susceptible 
to LLVOCs found in the military environment? 

• If there are soldiers who are more sensitive to LLVOCs, what kinds of 
symptoms do they experience and how might this affect their perfor- 
mance? 

• Is there a laboratory test or biological marker that might be used to 
identify a soldier's sensitivities at an early stage? 

• if sensitivity to LLVOCs exists, what is the mechanismis)? Possibilities 
include genetic differences in detoxification pathways or enzymes; 
sensitization of olfactory-limbic pathways in the central nervous system 
as a consequence of prior chemical exposure; psychological conditioning; 
trigeminal nerve irritation; inflammation or vascular constriction in target 
tissues; or some other as-yet-unidentified mechanism. 


Knowing the answers to these questions will enable the Army to identify vulnerable 
individuals and avoid placing them in exposure situations, detect affected individuals 
early in their illness, and provide prompt Intervention to minimize losses of trained 
manpower. Some soldiers may become ill coincident with a chemical exposure and 
incorrectly attribute their symptoms to such exposure, when in fact there is another 
cause. As long as physicians cannot explain their symptoms or rule out chemical 
causes, soldiers will have understandable fears that their symptoms may indeed be 
due to chemical exposures. Such fears also can compromise performance. If 
chemical causes underlie some veterans' symptoms, informed application of 
engineering controls, respiratory protection and selection of less toxic chemicals and 
materials will enable the military to protect against degradation of the performance 
and reliability of combat leaders, tactical equipment and vehicle operators, repair 
technicians, and others with critical functions whose vigilance, judgment and 
performance must be at their peak. 

Some investigators attribute chemical sensitivity to underlying psychological problems 
such as depression, to psychological conditioning, to stress, or to an inappropriate 
belief that chemicals are causing symptoms.'-"-^-®'* However, these investigators have 
not ruled out the possibility of chemical causes prior to making their diagnoses. 
Certainly stress or depression can produce some of the same symptoms that have 
been attributed to chemical sensitivity. Nevertheless, evidence is mounting that 
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LLVOCs also may cause such symptoms in certain individuals, and clinically-oriented 
pilot studies are needed to ascertain whether or not there is a scientific basis for 
concluding that low-level concentrations of chemicals can cause these condi- 
tions.*”’-”’" 


II. PROJECT FOCUS 


Like allergy, chemical sensitivity appears to involve two steps; 1) induction or 
sensitization, and 2) triggering.*-”’ ’"-'" Induction or sensitization may occur following 
a single, acute exposure or repeated, lower level exposures to any of a wide range of 
petrochemicals, such as solvents, pesticides or combustion products. Once 
sensitization has occurred, extremely low levels of the sensitizing agent or other 
chemicals appear to trigger a wide range of symptoms, such as memory difficulties, 
headaches, weakness, fatigue, and mood changes. Patients often report adverse 
reactions to various medications, alcoholic beverages and foods. Symptoms vary 
greatly from individual to individual but seem to be reproducible for a single individual 
given a particular exposure. 

it has been hypothesized that, in chemical sensitivity, sensitization may involve 
olfactory-limbic pathways.*-’®-’"-’" The olfactory nerves provide the most direct link 
between the outside (chemical) environment and the brain. The olfactory nerves 
communicate directly with the limbic region of the brain, the so-called "primitive smell 
brain". There is no blood-brain barrier at this site as with other portions of the brain. 
This brain area is essential for short-term rr emory, especially spatial memory, and 
regulates mood. Many patients who report chemical sensitivities complain of memory 
difficulties that affect their ability to work, and sudden mood swings (bouts of 
depression, episodic anger) with exposure to environmental chemicals. The limbic 
area also supplies much of the input to the hypothalamus which in turn regulates 
autonomic nervous system and endocrine function. Temperature regulation, smooth 
muscle tone and appetitive behaviors also are influenced by hypothalamic output. 
Many patients report increased sensitivity not only to chemicals, but also to heat or 
cold, loud noises (augmented startle response) and other stimuli, further suggesting 
limbic involvement. In addition, some report food cravings following chemical 
exposure. Limbic sensitization has been demonstrated In animals exposed to 
pesticides and other chemicals,’*-’"-’® 

Once limbic sensitization occurs, it appears to spread to other common chemical 
exposures. Thus, in order to diagnose this problem, it appears important for the 
sensitized individual to be removed both from the original exposure chemicals and 
from other chemicals that may be triggering adverse symptoms. Sorting out which 
exposures are perpetuating the illness may be very difficult: These are common 
exposures; their resultant symptoms may overlap in time; and, to some degree, 
individuals adapt as exposure continues. Adaptation is characterized by acclimatiza- 


4 



333 


tion (habituation, tolerance) with repeated exposure that resuits in a masking of overt 
symptoms. Symptoms may become chronic in nature and appear unrelated to any 
particular exposure. Adaptation has been recognized to occur for a variety of 
substances, for example, ozone, nitroglycerine, cigarette smoke, solvents and 
pharmaceuticals (tachyphylaxis).*-”-’"’’“ “ Solvents are among the chemicals most 
frequently implicated by chemically sensitive patients as causing their symptoms. 
Withdrawal symptoms may occur if exposure is discontinued, a phenomenon 
recognized for solvents, smoking and caffeine. Once an Individual has adapted, the 
effect of any single exposure may not be discernible because a kind of ’saturation” 
effect has occurred. Background ’noise’ from many concurrent exposures may 
interfere with recognition of the ’signal’ from any particular exposure (see Figure 2 
below). Persons who are especially sensitive to certain chemicals, for example ozone, 
may adapt more slowly, adapt less completely or lose their adaptation more quickly 
than individuals with normal degrees of tolerance. Unravelling the effects of 
overlapping exposures and adaptation may require isolation of individuals from their 
usual home and work environments. This approach was endorsed In a recent National 
Academy of Sciences report on chemical sensitivity, with a recommendation that it 
be given the highest priority for attention.’* 

III. CLINICAL APPROACH 

The specific aims of this proposed effort are to: 

• Establish a specialized environmental medical unit (EMU) in which LLVOCs have 
been reduced to the lowest levels feat ibie, designed specifically for investiga- 
tion of sensitivities to LLVOCs. 

• Select individuals who report neuropsychological or other symptoms subse- 
quent to exposure to LLVOCs for admission to the EMU. 

• Isolate patients in the EMU. 

• Perform blinded challenges with LLVOCS and foods to determine the nature and 
degree of sensitivities. 

e Identify objective measures of physiological functions, e.g., respiratory and 
central nervous system (mood, motor and cognitive), which correspond to 
symptoms reported by these patients. 

In order to define possible adverse effects of LLVOCs, a hospital-like environment is 
needed in which patients can be completely isolated from their usual background of 
chemical exposures and observed for extended periods, up to several weeks. The 
requirement for an environmentally-controlled medical unit to address this problem is 
illustrated in the following figure: 
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Figure 2. Graphical Representation of an Individual's 
Symptoms Before and After Entering an Environmental Unit ' 

Entry Into Challenges 

Environmental Unit begin 



Time — > 

In time Period A, prior to entering an environmental medical unit (EMU), an individual is 
responding to multiple exposures (chemicals and/or foods), with stimulatory and withdrawal 
effects that overlap in time. At any particular time, how the person feels is determined not 
only by ongoing exposures, but also by previous exposures whose effects may still be waning. 

In time Period B, the individual enters an environmental medical unit. With cessation of 
contributory exposures, withdrawal effects occur, for example, headache, fatigue, and muscle 
aching. Symptoms continue for some time (typically 4-7 days) until the indi/idual reaches "O” 
baseline. 

In time Period C, single challenges to suspected chemicals or foods are administered. 
Symptoms, if they occur, develop soon after challenges, allowing patient and physician to 
observe the relationship between exposures and symptoms for that individual. 


The proposed EMU will be designed and implemented as an 8-bed facility in a hospital 
setting. Construction and furnishing materials will be selected to minimize 
"outgassing," i.e., the spontaneous release of VOCs into the air. Examples of such 
materials are stainless steel, ceramics and glass. State-of-the-art ventilation and air 
filtration systems also will be incorporated into the EMU in order to reduce VOC 
exposure to the lowest level feasible. Environmental monitoring for volatile and semi- 
volatile organic compounds, carbon dioxide, particulates and other air contaminants 
will be performed longitudinally -- before, during and after fabrication of the 
environment -- in order to document the effects of construction materials, interior 
finishes, equipment and furnishings, ventilation and occupancy upon air quality. In 
addition, a chemical challenge system will be developed capable of delivering low level 
or subsensory concentrations of selected volatile chemicals without contaminating the 
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model environment. The Inhalation challenge system will allow patients to remain 
inside the clean environment while they are being tested. The technical difficulties in 
using an exposure chamber for challenge without contaminating the model 
environment or challenge system affect this choice. A face mask delivery system Is 
one alternative that would allow quantitative challenges while minimizing 
contamination of the surrounding space. Design considerations for the challenge 
system include wearer acceptance and potential outgassing from construction 
materials used In the face mask and delivery system. 

In the EMU, patients will undergo double-blind, placebo-controlled provocative 
challenges to selected substances at entry (adapted phase) and again following 
improvement in their condition (de-adapted phase), if improvement occurs. Both 
patients and controls will undergo a battery of clinical, neuropsychological, 
biochemical and immunological tests 1) at entry into the unit, 2) after clinical 
remission, if it occurs, and 3) before and after blinded challenges with low, preferably 
subsensory levels of selected pnvironmental substances. Inter- and intra-individual 
comparisons will be made to determine differences in individual responses before and 
after staying in a controlled environment, and differences between individuals who 
report chemical sensitivities and normal controls. The proposed neuropsychological 
tests fall into four general categories: 1) stable aspects of personality and 
intelligence, 2) mood and affect, 3) motor function, and 4) cognitive performance and 
ability. A test of the startle response will also be performed. Indices of cholinergic, 
adrenergic, limbic and hypothalamic function will be assessed before and after 
entering the unit, and before and after challenge. 

Successful completion of this process of Isolation and challenge will provide definitive 
diagnosis and appropriate disposition of individual patients. In addition, collective 
results will yield information which the Army can use to support policy options 
concerning personnel assignments, materials selection, medical treatment and 
evacuation, and other issues critical to military preparedness. Finally, it will permit 
more accurate and cost-effective risk assessment for activities related to 
demilitarization and hazardous waste disposal missions. 


IV. RESOURCE REQUIREMENTS 


Resource requirements are presented in three categories: 1 ) Direct costs of site 
preparation, involving renovation and furnishing of 2920 square feet of leased space, 
plus acquisition and installation of equipment necessary for the conduct of EMU 
activities; 2) staff (and annualized direct costs thereof) needed to conduct the unit's 
activities; and 3) an estimate of one year's direct operating cost for the EMU once it 
is completed, assuming 80% occupancy. 
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SITE PREPARATION 


(One-time cost) 

- Construction $ 500,000 

- A & E 50,000 

- Furnishings 22,000 

- Specialized equipment 1 20,000 

- Consultant services 95,000 

- Lease 45,000 

- Project management 70,000 


STAFF (13.95 FTE) 

(Per annum following completion of site preparation) 


FUNCTION EIE COST 


- Principal Investigator 

.75 

$ 68,765 

- Co-Investigators 

1.70 

157,170 

- Nurse Coordinator 

1.00 

54,740 

- Nutritionist/Dietician 

.55 

23,950 

- Programmer/Analyst 

1.00 

38,320 

- Psychology Technician 

1.00 

34,215 

- Administrator 

.25 

13,685 

- Secretary 

1.00 

20,530 

- Data Clerk 

2.50 

8,305 

- Nursing Staff 

4.20 

134,230 

- Dietary Technician 

2.00 

31,385 

OPERATING COSTS (excluding salaries) 


(Per annum following completion of site preparation) 

- Supplies 

$ 13,800 


- Travel 

2,400 


- Patient care 

208,000 


- Maintenance 

95,000 


- Basic Hospital Services 

91,600 


- Other 

26,200 



$ 902,000 


$ 585,295 


$437,100 
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Hr. Chairman, 


Thank you for the opportunity to report on how the Department of Veterans 
Affairs (VA) is addressing the health care needs of veterans of the Persian 
Gulf Var. 


Secretary Brown has committed VA to easing the pain and suffering of the men 
and women who answered to the nation's call to service in the Persian Gulf 
War. VA has moved aggressively to respond to the health concerns of Persian 
Gulf veterans by lnstl..uting new programs and expanding existing services. 
These efforts include the establishment of a "Persian Gulf Veterans Health 
Registry" ; creation of special Persian Gulf Referral Centers for veterans with 
seemingly undlagnosable conditions; providing priority access for health care 
for Persian Gulf -related health conditions; the establishment of the Persian 
Gulf family support program; and augmentation of our readjustment counseling 
program . 


Priority Access to VA Care 

Mr. Chairman, if a Persian Gulf War veteran requires care for a condition 
possibly related to Persian Gulf service, VA will provide it without delay. 
We are providing priority access to services to assure that needed health 
services are provided promptly without the need first to determine causation 
or possible entitlement to compensation. VA physicians determine if the 
veteran's condition could be related to Persian Gulf service, and, if so, 
services are provided. We are formalizing this policy by amending our 
regulations to permit care for Persian Gulf veterans pending an official 
determination of whether their condition is connected to Persian Gulf duty. 
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As of March 31, 1993, VA had provided outpatient treatment to nearly 73,000 
Persian Gulf theater veterans and provided Inpatient services to over 4,500 
theater veterans. Ve do not know whether their conditions are related to 
service in the Persian Gulf. However, a comparison of VA treatment records of 
both theater and non-theater Persian Gulf era veterans shows no significant 
difference In the major categories of diagnoses except In the category of 
adjustment disorders, Including PTSD. We are continuing to review our Persian 
Gulf -related health care data to Identify any significant health trends. 

Persian Gulf Referral Centers 

Mr. Chairman, shortly after VA became aware that some Persian Gulf veterans 
were having medical problems for which there appeared to be no logical 
explanation, we established special referral centers at the Los Angeles, 
Houston, and Washington, D.C. VAMCs. These centers were selected on the basis 
of availability of clinical and academic expertise in such areas as pulmonary 
and infectious diseases, immunology, neuropsychology, and access to toxicology 
expertise. The centers focus on groups of symptoms that may suggest responses 
to toxic environmental agents (e.g., multiple chemical exposures) and diseases 
endemic to the Persian Gulf theater (e.g., leishmaniasis). Candidates for 
referral are veterans with conditions that defy conventional medical diagnosis 
at the local VA medical center or who would otherwise benefit from Intensive 
Inpatient evaluation. 

As of May 31, 1993, 26 veterans have been admitted to the referral centers for 
diagnostic workup. Examination of these veterans by the referral center staff 
has Indicated no common pattern of conditions presented. Diagnoses have 
Included such a wide range of conditions as possible chemical hypersensitivity 
with etiology unknown, pernicious anemia, chronic fatigue syndrome, Cogan's 
syndrome, giardiasis and reactive airways (or asthma). Twenty-six additional 
cases are currently being considered for referral. 


- 2 - 
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ReadluBtment Coun seling .Services 

On the day the ground war began in the Persian Gulf in January 1991, the 
Secretary of Veterans Affairs announced VA's support for legislation to open 
VA's Readjustment Counseling (Vet Center) program to veterans of Lebanon, 
Grenada, Panama, and the Persian Gulf. Legislation providing that authority 
was enacted Into law on April 6, 1991, In section 334(d) of Public Law 
102>25. Throu^ May 1993 Vet Centers have seen approximately 35,000 Persian 
Gulf war veterans. 

In the first year following the war, the Readjustment Counseling Service (RCS) 
undertook extensive preparations to meet the needs of Persian Gulf veterans. 
Concurrently, liaisons with the regular military, reserve and national guard 
units were carried out to meet and Inform the new veterans. Utilizing 
emergency resources supplied by Congress, RCS In 1991 hired 84 temporary 
counselors, who provided outreach and counseling for Persian Gulf veterans. 
Forty of these counselors worked during FY 1992 and will be maintained through 
1994. 


At the end of 1991 less than 9 percent of Persian Gulf War Vet Center clients 
had PTSD or subdiagnostic PTSD. The majority of readjustment problems 
pertained to family, employment, and information about VA benefits. 

Readjustment Counseling Service is currently carrying out a prospective study 
In collaboration with VA's National Center for PTSD. The study Includes a 
sample of new Persian Gulf veteran cases being seen at 82 Vet Centers. This 
study will produce valtiable data for assessing the Impact of wartime duty on 
readjustment and other aspects of psychological functioning. This Is the 
first prospective study on war veterans' readjustment carried out by VA in Its 
history. 

In the Initial phase of the study (from October 15, 1991 to April 15, 1992), 
the Persian Gulf veteran survey was disseminated through 82 Vet Centers 
nationwide. One thousand and six surveys were completed and returned. 
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The overall PTSD prevalence for this sample of 1006 veterans was 11.5 
percent. The PTSD prevalence in a sub-group that was specifically seeking 
help for psychological distress was 37.1 percent. 

The six-month follow-up study was carried out from April IS to October 15, 

1992, at which time the participating Vet Centers mailed the follow-up surveys 
to all veterans who had completed the initial survey. Completed surveys were 
received back from 226 of the 1006 veterans who participated in the initial 
phase. The overall prevalence of PTSD for the 6 month follow-up group was 14 
percent. With particular reference to the group of veterans specifically 
seeking help for psychological distress, the reduction in PTSD at the six 
month Interval was even more pronounced (19.4 percent compared to 37.1 
percent) . An 18 month final follow-up survey is planned to commence in June 

1993. 


These findings lead us to conclude that early availability of readjustment 
counseling at the Vet Centers and the vigorous system-wide outreach campaign 
by Vet Center counselors helped to ease the transition for many veterans when 
psychological distress was presented. 

National Center for PTSD 

The VA National Center for PTSD is conducting additional longitudinal studies 
at s\ich places as the Boston Center for PTSD, the New Orleans VA Medical 
Center, and the Pittsburgh VA Medical Center. 

The largest of these studies is the Fort Devens, Massachusetts, survey of 
returning Persian Gulf troops. Here the principal investigator. Dr. Jessica 
Wolfe began a study of 3,000 Persian Gulf veterans who were deployed from Fort 
Devens in April and July 1991. The study sample coiq>rised more than 46 
different units distributed across active duty, reserve and National Guard 
forces. Approximately 8 percent of the sample is female. The initial data 
was collected within five days of the veterans' return to Fort Devens. 
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In the initial survey 3.2 percent of sales and 9.6 percent of fesales reported 
PTSD symptoms. At 18 months 9.U percent of males and 19.8 percent of females 
reported PTSD symptoms. 

The data from all of our studies shows that about 10 percent of the veterans 
surveyed experience some level of PTSD s 3 rmpcons . The data also shows that for 
the surveyed groups that PTSD is more prevalent among females and non-white 
minorities. 

Ferslsn Gu lf Family Support Froeraiii (PGFSPl 

Public Law 102-405 authorized the VA to provide marriage and family counseling 
to Persian Gulf veterans and their spouses and children. The program was 
funded by transfer of funds from the Department of Defense to the Department 
of Veterans Affairs. 

Funding was allocated to 36 VAMCs, in 26 states representing the largest 
population (4,000+) of formerly activated National Guard and Reservist troops. 
Services may also be provided under a contract or fee arrangement by certified 
marriage and family counselors . 

The PGFSP relies on active outreach and cooperation with such diverse 
community groups as guard and reserve units, churches, schools, veterans' 
organizations , and local media as connecting points between the VA and 
veterans. By the end of 1992, almost 13,000 veterans had been contacted 
directly, and by May 1993, over 33,000 had been contacted. As of Hay 1, 1993, 
627 Persian Gulf veterans had received family counseling services through the 
Persian Gulf Family Support Program. 

Of the Persian Gulf family members who have been seen, 77.2 percent were 
spouses/partners, 12.3 percent were children, and 10.5 percent were siblings, 
parents, and grandparents. The major problems among these families included 
depression and stress, alienation among family members, marital 
dissatisfaction, and employment problems. 
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Persian Gulf Veter ans Health Registry 

Shortly after the cessation of hostilities in the Persian Gulf War, VA 
administratively established a registry modeled on VA's Agent Orange and 
Ionizing Radiation Registries. It quickly beccuae apparent, however, that 
legislative authority was needed and the Congress responded by enacting Public 
Law 102-585 on November 4, 1992. As of March 31, 1993, more than 3,970 
registry examinations had been completed and entered into the computerized 
portion of the registry program. 

Through nationwide satellite broadcasts, conference calls and directives, VA 
physicians, other clinicians and administrative staff at all VA medical 
centers have been educated and sensitized to the special needs of Persian Gulf 
veterans and the importance of the registry program. 

Health examinations for the registry are comprehensive and consist of a series 
of baseline laboratory tests, that is, chest x-rays, blood counts, blood 
chemistries, enzyme tests and urinalysis. Other tests are also provided when 
medically Indicated. VA physicians personally discuss results of the 
examination with each veteran, and follow-up letters are sent from the 
examining physician communicating examination findings and any medical 
recommendations. When the veteran's medical condition requires treatment, VA 
provides it and patients with imusual symptoms whose conditions evade 
diagnosis can be sent to the special referral centers. VA is currently field 
testing an addendum to the registry examination protocol which expands the 
range of environmental exposures considered in taking histories of registry 
participants. 

A recent review of the first 1,404 registry participants shows that common 
complaints were fatigue, skin rash, headache, loss of memory, muscle/joint 
pain, shortness of breath, cough, diarrhea and chest pain. A wide range of 
medical conditions were diagnosed among the participants. Prevalence of 
chronic FTSD among those in the Registry has been low (2.6 percent). Veterans 
with symptoms or with medical diagnoses did more frequently report having been 
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In contaainated areas, In a smoky area, having been enveloped in smoke, or 
eatlng/drlnking contaminated foodstuff than veterans without symptoms or 
medical diagnoses . 

With appropriate caution and appreciation of Its limitations, the Persian Gulf 
Registry can serve as a useful resource for surveillance of health problems 
and any common experience(8) during the deployment. The registry data may 
also help to generate a hypothesis for in*depch analytical study. 

VA is updating registry addresses annually to maintain the registry as a 
valuable outreach mechanism and to update participants on health care, 
compensation, and scientific issues. The Persian Gulf Review, a publication 
designed with this goal in mind, is being sent to all registry participants 
periodically. 


VA has been a key participant in federal interagency committees such as DoD's 
Kuwait Oil Fires Health Effects Working Group and the Department of Health and 
Human Services' Kuwait Working Party. DoD's efforts have focused on 
development of a roster of troops assigned to each military unit that served 
in areas possibly affected by the Kuwaiti oil well fires; construction of a 
file of daily unit locations; and creation and maintenance of a central file 
containing information on air pollutant levels from locations . DoD has 
provided VA with an automated roster of approximately 657,000 military 
personnel who served in the Persian Gulf theater. VA will use this roster for 
research, health surveillance and cross-reference purposes. In addition, VA 
is closely cooperating with the DoD in providing for a special S-year health 
surveillance of American military personnel wounded with depleted uranium (DU) 
as a consequence of "friendly fire." VA is also cooperating with the 
Congressional Office of Technology Assessment as they undertake their review 
of both VA and DoD's registries. 
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Persian G ulf "Blue Ribbon Panel' 

Because of continuing concerns about the possible health effects of military 
service in the Persian Gulf, on March 30, the Secretary established a "Persian 
Gulf Expert Scientific Panel.” The 16-member panel was composed of experts in 
environmental and occupational medicine and related fields from both 
government and the private sector. The panel met in open session on 
May 7, 1993, to review health Issues related to the diagnosis, treatment and 
research of Persian Gulf-related health conditions. At the conclusion of the 
one-day meeting, Panel members individually concluded that additional review 
and analysis of research, education and clinical issues are essential in view 
of the complex scientific and medical variables associated with these 
conditions. As a result of this meeting, VA is examining what could be the 
most effective way to follow through on these Issues. 

Review of Persian G ulf Health Effects bv the NAS MFUA 

Section 706 of Public Law 102-385 requires that VA and DoD "Jointly seek to 
enter” into an agreement with the National Academy of Sciences Medical 
Follow-up Agency (HFUA) of the Institute of Medicine for a review of existing 
scientific, medical and other Information on the possible health consequence 
of Persian Gulf service. The law requires VA and DoD Jointly to f\ind this 
effort in FY 1993 and continue funding general epidemiologic research on 
veteran and military populations during the period of FY 1994 - FY 2003. Up 
to $250,000 is to be made available annually by each Department to support 
this effort. VA and the OoD have been in active negotiations with the MFUA 
and are hopeful that the contract will be signed and work begvm in the 
iiHBediate future. 

Summary 

Mr. Chairman, the vast majority of Persian Gulf veterans that we treat have 
conditions that are readily diagnosable and treatable. However, there are a 
small nui^er of cases for which there are no readily available answers. These 
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cases present complex health Issues, some of which appear to defy our best 
efforts to define them, issues which will undoubtedly require further review 
and analysis. The health issues associated with chronic fatigue syndrome and 
multiple chemical sensitivity syndrome are particularly vexing. Some 
ecological clinicians have claimed that they can successfully treat Persian 
Gulf veterans with such conditions; however, at this time, no clear mechanism 
or cause for multiple chemical sensitivity syndrome has been determined. 

Mr. Chairman. VA is committed to ensuring that the health care needs of 
Persian Gulf veterans are being met consistent with accepted medical practices 
and procedures. Those who need care will receive care. We are also committed 
to finding the causes of and appropriate treatments for the Illnesses and 
conditions that have evaded our diagnosis thus far. 

Mr. Chairman, I am prepared to answer any questions you or members of your 
Subcommittee may have on VA's Persian Gulf-related efforts. 


72-939 0 - 94-12 
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On behalf of bhe Enlisted men and women of the Enlisted 
Association National Guard of the United States (EANGUS) ve appre- 
ciate being permitted to submit testimony for the record to the 
Oversight & Investigation Subcommittee of the House Veterans 
Affairs on Persian Gulf Health Problems. 

The Enlisted Association represents the views of Army & Air 
Enlisted National Guard members. During Operation Desert Shield/ 
Storm, more than 74,000 National Guard members answered the call to 
duty. More than 65,000 enlisted Soldiers and Airmen, the backbone 
of the National Guard, served proudly. The National Guard will 
continue to perform required missions as it has done during its 356 
year history. The National Guard is truly America's finest. 

Mr. Chairman, this Association is aware of the inquiry made by 
Representative Charles Canady (R-FL) concerning care for Desert 
storm Veterans. Mr. Canady specifically points out that a unit of 
the Florida National Guard was directed to use toxic chemical Agent 
Resistant Coating (CARC) paint during duty in South West Asia 
(SWA) . These individuals were required to paint a large number of 
vehicles without the required protective equipment mandated by Army 
occupational health requirements. The Commander of this unit 
strongly objected to this policy but was overruled by higher level 
Active Duty Army Commanders. 

This paint, when inhaled, can cause an acquired pulmonary 
allergic condition. Acute pulmonary symptoms reoccur when the 
person is again subjected to the same toxic chemicals. Most common 
plastics contain residuals of this toxic agent which can also cause 
the same symptoms. 

Members of the Florida unit are currently being treated at 
MacDill Air Force Base, Florida; Fort Stewart, Georgia; and Fort 
Gordon, Georgia. 

During the rush to demobilize the Reserve Forces, and due to 
adverse decisions made by certain Army agencies concerning the 
retention of Reservists on duty for medical treatment, many 
soldiers were inappropriately released from active duty while still 
requiring medical care. This problem was strongly addressed by 
National Guard leaders with modest success. Some soldiers who were 
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returned to their home states continued to receive medical care at 
military or Veterans facilities; many were placed on incapaci- 
tation pay if they were unable to resume their civilian employment. 

Because National Guard soldiers are frequently considered 
second class citizens by some active component personnel and 
agencies, this office makes great efforts to assure that these 
soldiers receive the proper treatment and benefits that are 
prescribed by the regulations which are basically identical for all 
Reserve Components. 

To our knowledge, National Guard Soldiers have received 
medical care from military facilities and Veterans Hospitals. They 
have also paid for civilian care after release from active duty. 
The Army Surgeon General and the Veterans Administration have 
offered evaluations to any Desert Storm soldier requesting it, even 
if clear-cut linkage to duty in Southwest Asia does not exist. The 
Veterans Administration has established a registry program for all 
SWA veterans to record their duty location and potential exposure 
to toxic agents. These special programs have received wide 
publicity through the National Guard units and other military 
organizations . 

The U.S. Army and the National Guard accept the responsibility 
of caring for soldiers who are Injured or develop diseases in the 
line of duty. Each case is evaluated individually for entitlement 
and several appeal routes are available for the soldiers. 
Generally, each decision is reviewed by at least two, and sometimes 
three, independent reviewing authorities before a final decision is 
made. 


Medical Care 

Immediately after Operation DESERT STORK, the Army began the 
rapid demobilization to return Reserve Component soldiers to their 
home stations. More than 200 Army National Guard members who had 
not completed medical treatment for duty-related injuries and 
Illnesses, were released from active duty. Once discharged, many 
of these indlvi-duals had difficulty receiving treatment. Through 
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the efforts of Congress, the Department of Defense set up a Review 
Board to examine any claims for return to active duty for indivi- 
duals that could not be cared for through resources available to 
the National Guard or the Veterans Administration. The Army 
Surgeon General and the Veterans Administration have developed a 
very active program that offers evaluations, counseling, and 
assistance to any DESERT STORM veteran. EANGUS commends the 
Veterans Administration for establishing a registry program for all 
Southwest Asia veterans to record and monitor potential exposure to 
toxic agents. It is important that we let all of our service 
members know that the country takes care of its veterans. 

Of particular concern to EANGUS is what is being labeled as 
"Operation DESERT STORM Mystery Diseases". Symptoms have been 
reported by many soldiers who served in Southwest Asia. The 
Veterans Administration, along with the Department of the Army, has 
developed a program to provide individuals medical evaluations to 
diagnose the cause of their continuing problems. 

Questions need to be answered. 

Mr. Chairman, although we do not know what is making our 
Soldiers and Airmen sick, we do know that everything possible must 
be done to find the cause of the diseases so that there will be no 
future occurrences. We must care for those Guardmembers who 
answered the call and put their lives on the line for their 
country. EANGUS again thanks the committee for permitting us to 
submit testimony on behalf of the Enlisted men & women of the 
National Guard who served with great distinction in the Persian 
Gulf. 

Persian Gulf List of Issues 

There are two fundamental issues associated with the Persian 
Gulf illnesses. First, what's causing the men and women who served 
in operation Desert Shield/Storm to be sick? Secondly, are the VA 
and the DOD taking care of their veterans and soldiers? These two 
issues raise many other questions. For the purposes of a formal 
meeting or hearing, we feel that these two issues should be 
addressed separately: 
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I. man’ a ckobiho thb dbbert btorm iLMtessES; la the va/pop 

LOOKIWO FOR THE MtSWEB ? 

A. curr«nt ■ealeal tl>«orl«» : 

1. T.«<«hiii« nl»«ls ! There are two types of leishmaniasis, 
cutaneous and viscerotroplc. The latter form causes symptoms 
including fatigue, gastro- intestinal problems, weakness, and 
fever. Although some veterans' wives have begun to exper- 
ience similar symptoms, neither the military nor the VA 
believe the species of viscerotropic leishmaniasis is 
contagious. 

2. Sil-SBSkS: While this theory was prevalent earlier this 
year, little has been written about it lately. Exposure to 
oil smoke allegedly caused neurological symptoms, i.e., 
confusion, memory loss and depression, in some veterans. To 
our knowledge, this has never been verified. 

3. Multiple Chemical SensltlvltY : (MCS) After either a high 
dose exposure or a series of low dose exposures to chemicals 
and petrochemicals, individuals have become hypersensitive to 
a vide variety of common allergens. Due to lack of research, 
MCS has not been scientifically accepted as a bonafide medical 
illness or injury. 

4. Vaeeinations/Medications received in the Persian Gulf ; 
During the September hearings, discussion was brought to light 
that experimental drugs were used. The VA/DOO maintains that 
they were not. This question arises. Why weren't these 
vaccinations listed on individual's shot records? 

5. Depleted OraniuM ! The military has announced that 35 
soldiers have been exposed to depleted uranium from friendly 
fire. Some of these individuals are complaining of health 
effects contributed to the residual radiation in the uranium. 
DOD claims that depleted uranium should not be radioactive. 

6. StaphlYCOCol and atreptocoocl InfeotloBg i Dr. Hyman 
from New Orleans, Louisiana, claims to have cured two Persian 
Gulf veterans who suffered for two years from similar 
symptoms of fatigue, depression, insomnia, aching joints, and 
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weight loss. Dr. Hyman identified Staphlycocci/ Streptococci 
bacteria in their urine and successfully treated them with 
moderate to high doses of intravenous antibiotics. 

II. WHY IS THE MYBTERIQgS DIBE&8E MOSTLY PREVALEBiy IN GUARD/ 
RESERVE FORCES ? 

The answer is two-fold. Several active duty Desert Storm 
veterans have reported these symptoms in the Congressional Record. 
However, active duty personnel have been warned not to make an 
issue of this or negative personnel actions will result. The 
second reason is that unlike their active duty counterparts, 
medical facilities are not adequately available for Reservists. In 
order to rapidly discharge Reserve Component soldiers from active 
duty, outprocessing physicals were completed improperly and 
hastily. A question arises. If the active component was so 
adamant in processing Reserve Components for active duty, actually 
totaling discharging most of the administration functions then why 
wasn’t the same determination done at the completion of duty? A 
double standard; you be the judge. 

To date, approximately 200 cases have been reported within the 
National Guard. 

CLOSING STATEMENT 

The National Guard and Reserve Component of the United 
States Armed Forces are a vital part of our Nation's fighting 
force. These brave men and women willingly volunteer to serve in 
the military, understanding fully that they may be called upon to 
fight for their country. The people of the United States should 
feel an obligation to ensure that these servicemen and women are 
taken care of when they return home from active duty. 

More than 356 years ago our forefathers laid down their plows 
and went off to fight for what is now the greatest nation in the 
world. When the need for their services were complete, they 
returned to their land and resumed life as before. Shouldn't our 
Guard member of today enjoy this the same privilege? 

Thank you for your time and patience. This concludes ray 
statement . 


5 
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Good morning, Mr. Chairman. I am Dr. Ruth Etrel, Chief of the 
Air Pollution and Respiratory Health Branch in the Division of 
Environmental Hazards and Health Effects of the National Center 
for Environmental Health of the U.S. Centers for Disease Control 
and Prevention (CDC) . 

Thank you for the opportunity to appear here today and provide 
information on the CDC's activities regarding potential adverse 
health effects related to service in the Persian Gulf. As you are 
aware, on several occasions since the end of the Gulf War, CDC 
and the Agency for Toxic Substances and Disease Registry (ATSDR) 
have assisted the Department of State and the Department of 
Defense in matters relating to the Persian Gulf. 

In February 1991, more than 600 oil wells were set on fire 
throughout Kuwait. In response to a request from the State 
Department regarding concerns about the health impacts of the 
burning oil fields, the Public Health Service issued a 
preliminary health assessment in March of 1991, to be transmitted 
to the U.S. Embassies in Kuwait and Saudi Areibia and the 
Department of Defense Central Command in Saudi Arabia. 

That statement advised that the emissions from oil fires are a 
varied mixture of unbumed materials and combustion products, 
many of which are toxic. The combustion by-products of burning 
crude oil are similar in nature to what is found in the exhaust 
of a poorly functioning automobile. The smoke produced by the 
burning of crude oil is a mixture of heated, potentially noxious 
gases and coated carbon particles representing products of 
combustion. The most obvious constituents of the smoke are 
carbonized particles of unbumed material. The hazards posed by 
these particles depend on both their size and composition. 
Particulates of less than 10 micrometers are considered to pose 
the greatest hazard, since particles of this size are deposited 
deep in the lungs. 
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Burning of crude oil also generates combustion products that are 
irritating and/or toxic. These include carbon monoxide, carbon 
dioxide, sulfur oxides, nitrogen dioxide, various polycyclic 
aromatic hydrocarbons, acid aerosols such as sulfuric acid, 
aldehydes, and acrolein. 

Following a review of air monitoring activities from April 
through July 1991, the PHS issued a revised Health Advisory for 
Kuwait and Saudi Arabia on October 9, 1991. The health advisory 
provided the following information: two major pollutants, sulfur 
dioxide and nitrogen dioxide, never reached harmful levels; 
levels of carbon monoxide exceeded the U.S. alert level on rare 
occasions, possibly due to increased vehicular traffic; levels of 
particulate matter on a number of occasions exceeded U.S. alert 
levels, but this occurs regularly in Kuwait even in the absence 
of oil well fires due to sand and dust storms. However, 
measurements of air pollutants from the Kuwait oil fires were 
still not complete or adequate to fully evaluate the potential 
long-term health effects. 

The advisory for Kuwait and Saudi Arabia recommended precautions 
for populations at risk, including asthmatics, individuals with 
chronic respiratory conditions, children, the elderly, and 
pregnant women. These recommendations were similar to those 
given in U.S. cities on days when air pollution levels are high; 
people at risk were encouraged to stay indoors, refrain from 
outdoor physical activity, and seek medical attention early if 
symptoms arose . 

At the request of the U.S. Army, the CDC Icboratory analyzed 
blood scurples collected at three different times from a small 
number of soldiers; their blood was sampled while in Germany 
before leaving for Kuwait, after two months in Kuwait, and after 
leaving Kuwait and returning to Germany. Compared to 
measurements of volatile organic compounds in U.S. residents, the 
levels of these same compounds were not elevated among these 
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soldiers. The one exception was tetrachloroethylene (TCE) , which 
was elevated. Exposure to this chemical most likely resulted 
from its use as a degreaser by the soldiers. 


In April, I was sent to Kuwait to investigate the acute 
respiratory hazards associated with exposure to the oil well fire 
smoke. While in Kuwait, I also assisted officials from the 
Government of Kuwait to design and undertake monitoring and 
research projects to assess the health effects of the air 
pollution created by the burning oil fields. These projects 
included the initiation of a health alert system for public 
health authorities, physicians, and the public, and the 
initiation of emergency room surveillance at two local hospitals 
and five clinics. 

Air monitoring data from the Kuwait Environmental Protection 
Department demonstrated that the quality of air during April in 
Kuwait City was comparable to many American cities. In other 
words, the pollutants were not elevated to levels that would be 
associated with acute adverse health effects. 

Data analysis of emergency room admissions at two hospitals in 
Kuwait City showed a small increase in the proportion of visits 
for gastrointestinal illnesses and psychiatric illnesses during 
the period after the oil well fires. However, we saw no increase 
in the proportion of visits for such expected conditions as acute 
upper and lower respiratory infections or asthma in the period 
when the oil fires were burning. 

Kuwaiti soldiers and physicians who had treated civilian patients 
reported symptoms that included dry cough, black-tinged sputum, 
sore throats, increased nasal discharge, mildly burning eyes, a 
sensation that particles were falling on the skin, and fear that 
the exposure to the polluted air would result in adverse health 
effects. However, no reports of respiratory coiiq)laints requiring 
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medical treatment among previously healthy individuals were 
observed. No deaths attributable to the air pollution were 
reported during the field investigation, although the disruption 
in Kuwait precluded a complete ascertainment of mortality. 

During my second visit to Kuwait in October 1991, I conducted a 
cross-sectional study of exposure to 33 volatile organic 
compounds among American fire fighters. I visited an area where 
fire fighters gathered for meals at the end of the day, and 
recruited volunteers for this study. Samples of blood from 40 
fire fighters, typically within two hours after they left the oil 
fields, were collected and analyzed by the CDC laboratory. 
Compared to a sample of 114 U.S. residents, these fire fighters 
had higher blood concentrations of some volatile organic 
compounds in their blood. These chemicals remain in the blood 
for only a short period of time before being excreted. We do not 
know the long-term health effects of very short term exposures 
such as these. 

In August 1992, I participated in a working group convened by the 
U.S. Army of experts to review concerns over health effects 
associated with low dose exposures to petroleum products. At that 
time, the working group reviewed recent reports of Illness in 
veterans, discussed the appropriate clinical work up for patients 
being evaluated for concerns of petroleum toxicity, and discussed 
other possible causes for various reported syirptoms. A consensus 
statement from that meeting was developed by the Army. I expect 
that this will be discussed by a representative from the Army 
today. 


Summary of Current Findings 

The hazards to the soldiers posed by the smoke were largely 
dependent on the concentration of the pollutants in the air near 
the camps. Fortunately, the plume from the fires rose up to 
10,000 to 12,000 feet, mixing with the air and then dispersed for 
several thousand miles downwind over a period of several weeks. 
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As the plume travelled, the particles and gases contained within 
It became more widely dispersed and also more diluted. The 
highest concentrations were In the areas nearest the affected oil 
fields and the areas Immediately downwind. We understand that 
few soldiers were In these areas for long periods of time. We 
expect the Army has specific information about how many soldiers 
were within a few miles of the fires. Considerable dilution took 
place over space, such that by the time the plume reached Saudi 
Arabia, where most of the troops were stationed, it was far less 
visible and leas concentrated than in Kuwait. 

Nevertheless, some minor respiratory problems were present among 
the soldiers. As mentioned previously, surveys of Marines 
stationed in Saudi Arabia and Kuwait showed that Marines in 
Kuwait reported more frequent symptoms of upper respiratory 
irritation such as dry cough compared with those who served only 
in Saudi Arabia. Marines with a history of asthma were more 
likely to report wheezing in Kuwait compared with Marines in 
Saudi Arabia. 

The potential long-term health effects most likely to occur, as a 
result of prolonged exposure to the plumes, would probably be 
effects on the respiratory system. Potential effects on the 
respiratory system, such as a loss in lung function or the 
development of chronic bronchitis, would be of particular concern 
to those who were exposed for many months to severe particulate 
pollution. The exposure information available suggests that few 
troops would be placed in this category. These respiratory 
effects also might be more likely to occur in cigarette smokers. 

Some of the hydrocarbons measured at low concentrations in the 
smoke have been shown to cause cancer in laboratory animals, but 
only at much higher levels of exposure. Most epidemiologic 
studies of health effects in humams following prolonged exposures 
are based on many years of exposure to the chemicals of interest. 
Thus, it would not be sound scientific practice to extrapolate 
from those studies to this situation, in which exposure changed 
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dally as the wind shifted direction and more fires were 
extinguished. Based on the exposure Information that has been 
assembled, we would not expect a detectable Increase In lung 
cancer In Gulf War Veterans as a result of the oil well fires. 

Mr. Chairman, the Public Health Service cares edjout the health of 
the U.S. military personnel who served In the Gulf. We are 
available to provide consultation to the Department of Defense 
and the Department of Veterans Affairs In any efforts they decide 
to undert2dce to assess the health status of military personnel 
who served in the Gulf. 

Mr. Chairman, this concludes my testimony. I will be happy to 
answer any questions you or other members of the Subcommittee may 
have. 
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Honorable Chairman and Committee Members: 

Your committee will soon be holding hearings on the health prob- 
lems faced by returning Gulf War veterans and active duty sol- 
diers. Of the proposals you will be hearing, one proposal is 
absolutely vital - the creation of an environmental control unit 
in San Antonio, TX under the supervision of Claudia Hiller, M.D. 

This unit has already been recommended by the National Academy of 
Sciences for conducting studies on Multiple Chemical Sensitivity, 
which is one of the core problems for these soldiers. Yet, there 
is infighting within government agencies on who would control 
this type of unit and where the money should come from. Your 
Gommitfm has the power to resolve this impasse and get the job 
done. As such, it will have just as much application to the 
massive civilian problems involving sick building syndrome, for- 
maldehyde sensitivity, carpet illness and other synonyms for 
chemical sensitivity . 

The proposal for an environmental unit has already been backed 
by General Blank, head of Walter Reed Army Medical Center. Sim- 
ilar support has come from the National Institute of Environmental 
Health Sciences, according to documents I have reviewed. How- 
ever, unlike the V.A. and Army, most of the civilian agencies 
lack authority to fund construction projects. 

Please do what you can to secure approval of funding for this 
environmental unit. San Antonio is the best location for numer- 
ous, very strong practical reasons, at this time. In order for 
the unit to be effective under current conditions it must be 
located in close proximity to a major V.A. center and, most 
importantly, to Dr. Claudia Miller, who is uniquely qualified to 
set up and operate this unit in a way that will satisfy both the 
scientific community and the affected individuals. 

The proposal submitted by Dr. Miller is sound and reasonable. 

The price tag of 2-3 million dollars is a bargain considering the 
magnitude of the problem and the total inability of the military 
and V.A. to help these soldiers without research to better under- 
stand the sensitivity illness. 

The only reason not to support this project is a desire not to 
understand the chemical sensitivity phenomenon. While some 
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vested interests would just as soon have you ignore the problem, 
our nation can not afford to take that course. Unstudied and 
unchecked, the chemical sensitivity problem has the potential to 
severely overload our disability compensation systems, substan- 
tially burden our economy and disrupt the ability of our military 
to defend our nation. Yet, these problems appear to be totally 
preventable 1 The time to act is now - and this proposal is the 
optimal vehicle. 

Please let me know if I can provide any additional information to 
assist in your consideration of this question. I don't have any 
economic interest in this proposal, but I have been involved with 
the chemical sensitivity issue for 15 years and know most of the 
people involved. I wouldn't be writing if this were not a very, 
very important opportunity to make a major advance in understand- 
ing both the desert storm illness and the larger national problem 
related to chemical sensitivity. 


, M.P.H. 


Sincerely, 



Earon S . Davis 
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June 25, 1993 


Lane Evans, Chairman 
Subcommittee on Oversight 
and Investigations 
U.S. House of Representatives 
Committee on Veterans' Affairs 
335 Cannon House Office Building 
Washington, D.C. 20515 

Dear Congressman Evans, 

After interviewing about forty Desert Storm veterans, 
performing extensive medical evaluations on three and reviewing 
medical records on several more, I have come to several 
conclusions. 

First, the physical health of many of the Desert Storm 
veterans has been seriously impaired and many more are having 
significant problems. 

Although I am not privy to the deliberations of the 
Department of Defense concerning these matters, my conversations 
with federally employed physicians. Desert Storm veterans and 
military pxiblic health officials have lead to my second 
conclusion, i.e. the military has erroneously and superficially 
concluded that the Desert Storm veterans are simply overstressed 
or neurotic or seeking secondardy gain. In cases where physical 
impairment is undeniable, they have simply turned their backs on 
the veterans or active duty personnel. 

By virtue of the questions I have been asked, I have also 
concluded, that most of the military public health physicians 
and other related personnel do not have the proper training to 
deal with the subjects at hand. This is not in itself a 
criticism, however it becomes a fault when the goverment health 
officals are reluctant to openly ask for assistance from more 
knowledgable physicieuis outside the military. In fact, civilian 
physicians are frequently ignored or verbally attacked by the 
military personal who have not even researched the subjects at 
issue. 

Although i am positive that the Desert Storm veterans have 
significant health problems, I do not know, as of yet, what 
caused their problems. The interviews that I have had with many 
veterans have suggested several possible etiologies for their 
complaints. I believe that the main possibilities would be as 
follows: toxic effects of the pyridostigmine bromide (given as an 
anti-nerve gas agent), adverse reactions to the immunizations 
given for biological agents (in particular the anthrax 
vaccination), chemically adulterated pesticides used in the 
camps, chemical contaminated food or water due to the poorly 
controlled methods used to obtain and to transport food and 
water, exposure to organic solvents and other chemicals used for 
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maintenance of equipment, exposure to chemicals such as volatile 


organics, organic tin and organic lead that are used as fuel 
additives, exposure to unknown chemicals from the smoke produced 
when Iraqi munitions bunkers were destroyed by explosives and 
fire. 


I also believe that the involvement of an unknown biological 
agent, natural or man made, needs to be ruled out. Legionnaire's 
disease and the AIDS virus have been around for a long time, 
however it took serendipitous circumstances for us to realize 
that these microorganisms even existed, much less a cause for 
public concern. 

To reach a definitive conclusion as to the etiology of the 
Desert Storm Syndrome would require a combination of 
epidemiological studies, interviews of veterans by specially 
trained physicians, comprehensive medical evaluations and site 
evaluations for possible biological or chemical agents. 

I am particularly concerned about the military medical 
personnel and their apparent lack of knowledge or lack of 
willingness to use the state-of-the-art medical testing that 
could be applied to these problems. We have spent fortunes 
developing and using smart weapons, however when it comes to our 
servicemen the military is using routine medical techniques 
as if looking for a common illness. 

I believe that the possibility exists that an act of 
omission or commission by the military has caused or contributed 
to the development of these illnesses. Therefore, I conclude 
that the military is not impartial enough to conduct the 
necessary investigations. Based upon the reports I have received 
by soldiers regarding their harassment by the military for 
reporting medical complaints, I must conclude that a serious 
attitude and communications problem exists and would interfer 
with such investigations. 

Based upon my medical training and experience with this 
matter, I recommend the following as part of the evaluations 
needed by the Desert Storm personnel. 

They need a complete, basic medical evaluation to look for 
and to rule out garden variety illnesses. 

They need to have a standardized, structured interview that 
contains the proper questions concerning the chronological 
development of symptoms and a description of the soldier's 
activities, including geographical position and dates, while 
in the middle east, as well as estimations regarding types 
and degrees of exposures. 

The soldiers need to be triaged based upon the results of 
their symptom profiles and they need to be divided into 
categories based upon severity and type of symptoms, i.e, 
neurological, pulmonary, dermatological, etc. 

All of the most significantly effected soldiers, a 
selected number of the less affected soldiers and some 
controls, e.g. combat veterans from Granada, Somalia and 
Panama, need evaluations by state-of-the-art testing 
methods that are appropriate for the problems observed in 
that individual or group. 

These tests would include testing such as Positron 
Emission Tomography and/or 3 headed Single Photon Emission 
Computerized Tomography of the brain. PET is available at 
several areas around the country including a VA hospital in 
Los Angeles via Dr. Ali Khonsary, M.D.). SPECT is available 
at most major hospitals. Other tests might include visual, 
cognitive, somatosensory and auditory brain stem evoked 
potentials, quantitative and standard electroencephalograms, 
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rotational chair and dynamic posturograpy. Mote that such 
tests are availeible at the best medical institutions and are 
used by NASA. 


I can not emphasize enough the sincerity of the Desert Storm 
troops and the magnitude of their problems. Once again many 
dedicated Americans put their lives on the line when their 
country called and we should not let them down. We should put 
the same energy and resources into protecting and helping our 
American soldiers as we have done for other countries and their 
citizens. 


/ 




Thomas J. Callender, M.D. 
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STATEMENT OF PAUL E. PERRONE 


Gentlemen / 

My name is Paul Perrons- I was an active duty Air Force Sgt. 
for over five years. My specialty was Law Enforcement. I served 
from 20-Apr-1987 through 1 -August- 1 992 when I was Honorably discharged. 
I served in Operation Desert Sheild/Storm from 28-Sep-90 through 
20-*Apr-1991 . Let me start by thanking you for taking seriously 
what we have come to know as the Gulf War Syndrome. As you know 
this syndrome is literally ruining the lives of hundreds and possibly 
thousands of brave and patriotic men and women- All of this could 
be prevented if the Department of defense would step forward with 
the truth about vhat these soldiers were exposed to and start 
providing the proper medical/financial benefits. 

The Department of Defense says are symptoms are mysterious or 
related to stress. I propose to you that theso symptoms are obvious. 
Let's look at the symptoms of over exposure to pesticides alone - 
According to Linda Softely coordinator and Environmental Poison 
Specialist at the Massachusetts Poison Control Center, they include 
diarrhea, nausea, headache, influenza like syndrome, altered vision, 
shortness of breath, and skin irritation to name a few. 

I was deployed from Williams AFB, Az. to Saudi Arabia in September 
of 1990. After seven months 1 returned to the United States in 
April of 1991. While in The Gulf my duties consisted of resource 
protection and base patrol. My co-vorkers and I were exposed 
just about daily to pesticides, jet fuel fumes, and diesel fuel 
fumes. Each one a toxic cocktail. Our food was brought in from 
local merchants in the form of box lunches- The water was bottled 
but by a Saudi Arabian company. We were told to go to the hospital 
and receive vaccines and not informed of there experimental nature. 

Nov we have evidence of prolonged exposure to radiation. 

In July of 1991, three months after my return from The Gulf, 

I started to have whole body reactions to certain foods. Driving 
in traffic would make me dizzy and confused. Common household 
cleaners would make me experience nausea and shortness of breath- 
In September of 1991 I started to seek medical help from the staff 
at Williams AFB, Az . for headaches and recurring vertigo. Ear 
infections and strange wart like growths on my left hand. When 
these grovths were removed they would grow bac>< - I also had severe 
shortness of breath and altered vision. I experienced muscle 
spasms and numbness. Fatigue so great I could hardly walk down 
a hallway without stopping to rest. 

In April of 1992, one year after my return from the Gulf War, 

I became very fatigued and ill with nausea, vertigo, headache, 
shortness of breath and rapid heartbeat while performing the aerobic 
potion of the Air force Physical Fitness Exam. This was the first 
time in my five year military career that I had not passed this 
test. It took the emergency room staff over two hours to get 
my heart down from 155+ beats per minute to 100+ beats per minute. 

About a week after the fitness test I was admitted to the Williams 
AFB Hospital with vertigo, fatigue, impaired liver function, altered 
vision, muscle numbness and spasms. I was transferred to the 
Wilford Hall Medical Center with all symptom persisting and getting 
worse. After a total of 14 days in the hospital I was given a 
diagnosis of vestibuler dysfunction even though no vestibuler 
dysfunction was found. 
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Wlien I waa released from the hoepital I was ordered to see a 
social voricer for wV*at ehp ca H ed a panic disorder. When l would 
ao to the hospital with physical complaints I would always be 
referred to the Mental Health clinic. Beranse of my symptoms 
and lacK ot medical help I separated from thw Aii force in August 
Of 1992. I was not granted a medical discharge. 

At this time I a® helnq treated at the V.A. Medical Center Northampton, 
Massachusetts by Dr. Myra Chayevits for Multiple Chemical Sensitivity 
Syndrome. Bronchial Asthma and Exertional Asthma. However 1 stlii 
have not been gtaatvd service connected disability for what ic 
obviously a service connected disahHity. 


THANK lUUM 



ftrtlL E. PERP.ONE 
MFTHUEN. MASSACHUbf'iTb 
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June 8# 1993 


Good morning. My name is Ruth Gordon McGill. I am a psychiatrist, 
a millimuiire/ and a civilian. I have Gulf War Syndrome (GWS). To the best of my know- 
ledge# I am the first side E^sician in the world to be given the double diagnoses 
"oxidative phosphorylation disorder (OxPhos) aka mitochondrial encephalomyopathy (MEM) 
plus "multiple chemical sensitivity (MCS).** I am certainly the first physician 
so afflicted to admit this in a Congressioned hearing. 

Prior to this hearing# I had interviewed eighteen sick vetereuhs# about half in 
person cuid half by phone. Their symptoms were syn^toms# eund their story is 
mine. I spent twelve years and more them $7CX>/000 with more than tw^ty consultants 
in at least three major medical centers euid hedf a dozen states. We found my 
answer#and I want to share the shortcuts and the price cuts with the military 
physicians in a technical briefing. 

As a psychiatrist# I cringed every time I heard a witness or Congressman at 
this hearing use the word "stress#" as it has too often been equated with lack of 
moral fiber# poor intestinal fortitude# and weak ego strength# and further used to so 
designate any group of political undesirables. The technical misuse of the word 
"stress" has cemtributed tremendous semantic confusion to our misunderstanding of 
GWS. Let us delete "just stress#” which can be expected to clear up with rest# 
good food# peace of mind# and time. To further differentiate GWS from "psychogenic 
stress" or "psychogenic fatigue#" I prefer the term "pathological fatigue." 

Ihere are many kinds of pathological fatigue# but the unifying principle is this: 
none will clear up without medical treatment. Psychotherapy alone wcxi’t touch them. 

I believe GWS la not one disease but a spectrum# that each vetereui has more 
than one disease but in different combinations# 2urx3 that one veteran's coobination 
may or may not overlap another's so that at first they may not appear to be related. 

I believe that the combinations need be lumped into only four categories for which 
the diagnostic criteria are already known# that the co nnection betwe^ the four is 
the nervous syst^n# and that the impact of nervous system dysfunction bh each categ- 
ory hsis been grossly underestimated for decades. 

Attachment I# Fig. 1 shows a Venn diagram with sets of patients or sets of symp- 
toms of GWS. On my set diagram there is a place for edl of the contributions offered 
ty the nine physician witnesses# and for each of the six veterans# including Rep. 

Buyer and Mrs. Zuspann# who testified orally. It is eui encoopassing syst^ offering 
a unifying pattern; nothing I say need be construed to conflict with anything 
offered by the other witnesses. 

By far the largest group of pati^ts has the mildest disease. I have included 
in one large circle those patients with mild nutrient deficiency# mild neurotoxicity# 
or both. The dual-cause theme is carried throughout the four sets# and deficiency/ 
toxicity ace the fundcunental pillars of the nervous system connection. In both 
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conditic»i3 the signs and syirptoms/ such as periperai neuropathy/ mouth lesiwis/ 
and rashes/ may be similar. That the tvin pillars/ deficiency and toxicity/ are 
two different causes does not matter; the basic treatment/ i.e. aggressive 
repletion of vitamins/ minerals/ and other essential nutrients/ is the same for 
both/ although for each patient the regime must be individualized/ secondary 
effects oust be iranaged/ and determination of particular toxins may indicate 
particular treatments. 

The moderately sick fall into two related sets/ fibcocnyalgia (FM) and Chronic 
Fatigue Syndrome (CFS). Researchers agree that FM and CFS are "sister diseases/" 
distinguishable but strongly overl^^ing. Again/ I believe that the link between 
FM and CFS is neurological/ and that the dual theme deficiency/toxicity applies 
to both to different degrees. Pibrooiyalgia beetrs the nickname "soldier's disease/" 
so I have shown FM overlapping the largest circle more than CFS. Witness 
Hyman's ideas fit into the CPS set/ and its area of overlap can be enlarged if 
Dr. Eiyman's ideas prove to a^>ly to more veterans. 

By far the most sidc/ and I believe the smallest (less than 1%) group/ ^u:e 
those who fit into the small circle labeled "OxPhos." These patients have the 
worst nutrient depletion/ the worst toxic damage/ and the worst neurological 
symptoms. I prc^ose that the most expensive neurological testing be reserved 
for this group/ including tests at the research level. The moderately sick 
must be given conventional neuro tests/ but I believe that positive* research test 
results for the very sick ceui be applied backwards by inference to the less sick/ 
especially since the treatment is the same for mild/ moderate/ and severe. 


Attachment 1/ Fig. 2, shows the similarity of to Bnvir«imenteLl Illness (BI) 
of Randolph. Almost all BI patients have pathological fatigue. Nutritioned 
deficiencies have been documented in maj^ subsets of this populaticxi. Probably a 
third have FM/ and another fraction fulfils criteria for CFS. There is str«ig 
overlap with allergic disease/ some classical but many atypical due to the chaotic 
interaction of allergies with more than one cooplication/variable. NCS/allecgic 
disease is a cloud over all El patients; on Fig. 2 I leave ^>en circles for those 
GWS patients who do not conplain of hypersensitivity to chemicals. 

I propose that the veterans fell ill in a spectrum/ with the largest/ mild 
group losing water-soluble vitamins/ and that the most ill preceded to deep/ pro- 
found depleti<^ of nutrients rarely found to be deficient/ such as choline/ car 
nitine/ and CoQlO. Toxins eure known to compete with and to deplete nutrients/ 
and restoration of nutrients has been found to improve and speed recovery fmm 
toxicity of many icinds. 

Given its modem description in World War II/ FM probably appeared in survivors 
of the Lewis and Clark expeditim and Napoleon's disastrous canpaign in Russia. 

These campaigns were attended by incredible physical hardships over a period of 
weeks and months/ exceptional even in ccobat and usually avoided by the modern 
army. Critical to my concept of CMS is my idea that grueling physical labor in the 
hot desert is such an exceptimal hardship. Uist year chiropractor Chris Qialk 
told the Associated Press that the soldiers' excessive sweating caused vitamin 
depletion. In this case/ the N.D. agrees with the D.C. GKS veterans sheure general- 
ized nutrient depletion with MCS patients in whom vitamin deficiencies are connon. 
Both sets of patients are well fed/ but neither set is well nourished because 
plenty of good food is not enough. Illness drains the MCS patient. 1 propose that 
the denands of hot/ heavy labor literally exceeded the capacity of the soldiers' 
digestive systems. Military physicians/ dieticians/ and MRE's are not to blame. 
Rather/ neither the ROA nor the human digestive system was equal to the exceptional 
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speed of ground deployment demanded in this war far more than any other (3). The ROA for 
combat 2 uid other exceptional stress conditi^is must be drastically raised. I propose 
that at least some soldiers drove themselves beyond their unique normal human 
capacity and paid for it. 

Hie only area in which I depart from textbook nutrition is my own hypothesis that 
FM is caused by chronic choline deficiency/malutilization/hypersensitlvity. We will 
have to be careful to distinguish the less serious choline deficiency of FI4 from the 
CoQlO deficiency of more serious acquired MEN/ as CoQlO is an expensive supplement. 

1 have lived vith both cwiditions/ 1 have CMitrolled my own FM with choline metabolites# 
and I ant still inproving. Any textbook diagram of the cholinergic nervous system 
shows connections of numerous otherwise unrelated body systems and organs# and the 
organs so connected figure prominently in the ooo^laints of veterans vith GMS. Hie 
«ily surprise is that we have overlo^ced this f6r so long. There is no proof for the 
accepted view that FM is a rheumatoid disease; as a patimt# I challenge this view. 

Physicians have difficulty accepting GWS as a distinct disease because symptoms 
of lungs# akin# guts* muscle# and brain do not se^ to be related. Witness Pic^ 
described neurogenic bladder; witness Zuspann described neurogenic hypersensitivity 
of guts and bronchi; witness Robertson described neurogenic pain and veakneaa of 
muscles. All cocplained of foggy thinking and neurogenic rash. We arrive at a pattern 
by widening our perspective to consider the connections of the nervous system. Now 
I propose that we find the target defect in the nervous sytem by enlarging our per- 
spective vith the electron microscope and cwisiderlng the dysfunctioned. or damaged 
mitochondria# the particles in every cell of the body which generate the energy to 
keep the cell alive and doing its job. 

The mitochondrion is a living battery. It even looks like a tiny battery# vith 
the same arran 9 ement of fluid-filled chambers ve see in a car battery# vith the same 
purpose to separate negative charge from positive ctuirge. The problem with the vets* 
nervous systems is that their cellular batteries are low. The nervous system is 
the first to show dysfunction as a result of too little energy because its cells 
are the most demanding of energy and they heetl poorly. Nevertheless# in severe 
acquired OxPhos all cells of the body may ultimately suffer from lack of energy. Like 
other specialists# neurologists are not accustomed to closely examining systems and 
organs other than their own interest# and I took ny third neurologist by surprise 
by shoving dysfunction of my pancreas# guts# endocrine glands# skin# b^e marrow# 
eind kidneys/bladder. Hiat damage to mitochondria haa many causes has been known for 
decades. We are eUDout to learn that mitochondrial d 2 uiiage h^ls more effects than we 
had previously estimated. 

"OxPhos” Is the name for low battery disease that refers to the ta^et process 
of energy generation that is damaged. "Acquired mitochondrial encephalonyopathy (AMEN)^ 
is the name for the same diseeise that refers to the target structures # brain and 
muscles# that suffer. No {^ysician who has not lived vith low battery disease could 
realize from the neurological literature that this is what our vets have# because 
patients described in the literature have ouch more striking neurological damage. My 
OxPhos is mild and I have reason to hope that the disease of most of the sick vets is 
even milder than mine. However# I second witness Roberts’s statement that no soldier 
so afflicted before the war could have made it through boot cairp. It is typical of 
the history of research in a new disease that the sickest patients are identified and 
studied first# euid the milder cases turn up later# being gradually connected to the 
earlier# severe cases. 

OxPhos was not identified in the vetereuns for three reasons. It is a concept of 
diseeise new to most neurologists# so only a few researchers readily recognize it. 

The VHA is chronically underserved in neurology; the veterans I interviewed had 
inadequate and ins^rc^riate neuro exams euid testing# and this is not a problem new 
to the Gulf War. The causes of mitochondrial damage are legion# as physicians will 
understand iimiediately fr<xn their biochemistry training alcaie. Most vets were exposed 
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to more than one cause# and some exposures will not overlap in any way with others. 

This means we will not find a linear cause-effect relationship and the sooner we 
give up that idea# the better. The dogged# dogmatic search for the linear relationship 
is the single worst obstacle to the diagnosis of OxPhos in the vets. The relationship 
of multiple causes and effects in OxPhos# MCS# and other baffling dlsea^ is- "chaotic# " 
a mathematical term that h£is found wonderful applicatiMi in biology. (5) It is 
possible to reason baclcwards from a chaotic situatiMi# as I did# to discover the initia] 
e\^nt (mitochondrial damage) and contributing variables (deficiency and toxicity); it 
is not possible to predict the effect in the individual patient except in the most gen- 
ered terms. Because of the mathematical iopossibility of prediction# the burning 
question from witnesses and Congressmen about a screwing test may' not be answerable. 

If the vulnerable are pre-selected out by flunlcing boot camp# then acquired OxPhos 
in the fit remainder tfould be a matter of bad luck# and control a matter of preventi<xi. 
Prevention of toxicity and deficiency is relatively easy and potentiedly very fruitful. 

Physicians unacquainted with environm^ted illness coo^lain that it is poorly 
defined. This is not true. It is# howewr# mathematically chaotic becatxie every 
patient Resents with at least three variables. A logical system of criteria for 
BI of Randolph# not shown on the set diagram# is as follows: 

1. Multiple chemical sensitivity# with ^ without 

2. Underlying metabolic or constitutional weaknesses and pre-esisting 
conditions# with or without 

3. Allergic hypersensitivity# classical or atypical# and 

4. Seoondaury complications of (1)# (2)# and/or (3). 

Under each heading eure potentially inumeri^ie known aind diagnosable conditions. It 
rcHDains to be seen whether all GHS vets have edlergies and /or MCS on formal testing# 
but even if some vets prove single to diagnose# we are well into a chaotic pattern# 
and confusion over CHS shows that BI of Randolph is not just one disease# but a v^ole 
new paradigm of cause and effect# and a article new specialty of training. 

Despite the chaos# it will not be difficult to meet witness Blanck's goal of 
diagnostic criteria. Accepted criteria for occupational asthna and FH are in place. 
Criteria for pre-clinical nutrient deficiencies are a political# not a medical problem# 
but will have to be expanded; we should be ashamed of ourselves for hearing cooplaints 
of bleeding gxsaa and not thinking of scurvy. Diagnostic criteria for both OxPhos 
and CPS will have to be «ilarged; they are designed for research# not e^)plication. 
l^ere remains the knotty problem of criteria for MCS. 

The other physician witnesses will crucify me# but as a patient in distress I 
must expose this fact: the peer-reviewed literature on MCS is rotten with dirty 
intramured politics. In no other medical controversy have physicians used sick 
people as political footballs for personal# financial# and political advancement. Even 
the scientific method has been com^ted. (1#4) Only an article that concludes that 
MCS is psychiatric is politically correct and acceptable for publication. This 
conclusion is easily reached by performing the wrong procedures on the wr^tg patients 
at the wrong time under the wrong coiditicMns#producing negative findings and "proving" 
that MCS is psychiatric by default. According to the principles of logic# it is im- 
possible to prove a negative; according to medical politicians# even a negative is 
proof as long as it is p.c. 

Everyone in medicine knows that it is career suicide to chairpion the MCS patient 
aa a medical and not as a psychiatric problem. As a patient I can say this because 
chronic illness blew career to smithereens years ago. Academicieuns testify in 
toxic torts that MCS patients are psychiatric may expect to advance in the hierarchy 
and to collect more fees and more grant money to "prove" that MCS is not a medical 
problem# over and over again. Policians know well the adage that the more a lie is 
repeated# the more it is believed to be true. The great American psychologist William 
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James called this kind of group dynamic# this evolving group mindset# not a conspir- 
acy but a "tyrannical machine.” A sign of the intrusion of politics into diagnosis 
is the fact that the exclusion of Naj. Ann Norwood# MC# the Walter Reed team’s own 
psychiatrist# that "relatively few described symptoms highly suggestive of PTSD#” has 
been widely ignored. Maj. Norwood's work is honest but it has been ; twisted -in use# 
just as have the psychiatric findings in civilian literature. Where positive psychiatric 
findings for MCS patients are described# they show that MCS patients have the same psycho 
metric profile as pregnant women# cancer patients# and others with uncomfortable 
^ysicial conditions# but this finding has been explained away. It is generally known 
and just as readily disavowed that sixty percent of patients who score high on the 
MMPI scale for psychiatric complaints eventueU.ly turn out to have an undiagnosed 
medical problem. Such civilian patients eu:e written off with the diagnosis of 
"somatization disorder#" a diagnosis abused# like ?TSD# as a wastebasket label. 

Witness Nather has accurately testified that the widely accepted (read "p.c.") 
definition of hCS a) limits the pool of patimts to those with documented exposure 
to known toxins and b)states that there is no widely accepted test for NCS. Mather 
is not to blame that this definition is widely accepted. It is even more narrow 
than the "Cullen definitioi" on which it is based. It is so n^uxow that it almost elim> 
inates. MCS as an operational topic, altogether# although poor Cullen probably 
didn't intend this. Lawyers and politiciauis can see more readily than the physician 
what the problem with this definition is. a) I t ek.cludes almost all NCS patients 
by assigning them the burden of proof of their exposure and b) dismisses oot of 
hand any test tiiat might come up for NCS# because that would not fit the definition. 

In the military# this is known as Catch 22. Indeed# more than ten such tests have 
been gleefully dismissed by mediced politicians, whole point of the widely 
accepted definition is to anathonatize MCS. It was written cis if by a lawyer to 
protect the academician. It is the ultimate absurdity in defensive medicine# i^ere 
medicine is written out altogether. It circumscribes a small domain# a "King's X” 
safe territory where the academic!^, may perform reseeurch free from the harassment 
given to the cnostly private ^ysicians ^o dare to champion NCS in court and in public. 

It makes the patient prove to the researcher that he hais MCS and relieves the 
researcher of any responsibility for proof whatsoever. 

Acad^oicians almost never testify for the MCS plaintiff because they observe 
that private g^siciems vho do frequently get hauled before the state medical boetrds 
and slapped in turn for the "malpractice” of offering medical treatment to "psychiatric" 
patients who are a priori judged incenpetent to select their own personal physicians. 

To say that academicians are terrified of losing their posts# their grant money# and 
their prestige over this controversy is an understatement. Witness Wall has testified 
that there are at least 1100 experts in occupational medicine who could be called upon 
to help the V.H.A. He is mistaken. Reseeurch in occupational medicine on MCS has been 
severely curtailed by terroristic politics and few academicians know beans about it. 
Instead# they have limited their efforts to very high quality work in the tiny cirexjm- 
scribed areas that eire politically acceptable. Last fall I attended a ccxivention where 
one of the nation’s top occupational experts told us that he had worked with only 
three MCS patients. Academic occupational medicine is on the same learning curve as 
the V.H.A. 


The honor roll of piysicians who have been harassed for chanpioning the MCS 
patient is a matter of public record. The list of articles "proving" MCS is psycho 
genic is avail^le through Medline. Public statements from the American College of 
Physicians# the California Medical Associaticxi# and the American College of Allergy 
and Inmunology say that MCS is psychogenic if not ridiculous. 
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Polite consensus at the 1991 National Research Council workshop on NCS held> 
gently^ that the AGP statement is suspect because it was crafted an internist 
vrtio earns fees as an anti-NCS professional witness. Ihe unsavory enforcement process 
of the CMA statement was struck down for violating the Bill of Rights emd restraint- 
of-trade laws# although the substance was allowed to stand. Ihe ACAI position is 
beised i^pon the efforts of some allergists# also anti-HCS professional witnesses# 

^o wandered out of their field and declared MCS a psychiatric disecuse; their 
psychiatric expertise can only be suspect. A handful of over-eager psychiatrists 
have pronounced MCS psychog^iic based \ 3 p 0 n self-reporting psychometric profiles# 
although there is still no such thing as a laboratory test for psychiatric disease 
of any kind. The eager beavers threaten the entire premise of psychiatry by holding 
MCS researchers to higher standards of proof than they themselves can muster or 
abide# and they are outvoted by the sheer nmber of psychiatrists who actueULly 
suffer frcm MCS. 

When witness Holsinger was asked if nations other than the U.S. knew and accepted 
MCS# he said he %fas not a%fare of £uiy. It is true that most U.S. physicians eire unaweure 
of the positions of other nations on MCS; it is not true that it is unknown and not 
accepted abroad. In 1982 I obtained a Medline printout of references to "chemical 
hypersensitivity" in all languages. It was two inches thick# and the best references 
seemed to be abstracted from articles in eastern European languages I couldn't read. 

With the fall of the Iron Curtain and unveiling of ghastly pollution in eastern 
Europe and the former U.S.S.R.# it is now clear why physicians in those nati(xxs had 
so much to write about. The definitive Canadian document# a report to the government 
of Ontario by a panel chaired by AAEH member Dr. John Gerreird (analogous to Miller 
and Ashford's r^)ort to the State of New Jersey)# has been so misrepresented and 
distorted in the U.S. medical press that it is nigh unrecognizable. Most U.S. physicians 
i^stakenly believe that it condemns MCS# but it says {xretty much the same thing ea 
the NRC report calling for more research. My own regimen includes CoQlO# known to 
inprove tissue damage by "free radicals#" a class of chemicals including pollutants. 

The Japanese take CoQlO like candy; neybe we should be worried. 

Any flat declaration that there is no accepted test for NCS is a lie# but few 
physicians realize this. Many tests have shown abnormalities in MCS patients in a 
chaotic pattern# but these tests have systeoatically be^ declared "okay" for patients 
with disease other than MCS and "not okay#" "lab error#" "poor quality control" (read 
p.i.) for MCS patients. New advances in neurological technology are ready to detcxiate 
the safe# limited# accepted definition. The new technology cannot be explained away. 

It differentiates between pathological (neurogenic) fatigue psychogenic (depression) 
fatigue. X have been hospitalized five tiroes in an environmental unit for prostraticm. 

I have taken the advanced tests and they show I have QxnK>s. The sick veterans roust 
be given these tests and the indicated treatment. I have made a matching grant of 
$30#000 to the AAEM for this purpose. The veterans shouldn't have to be millionaires# 
and they shouldn't have to overthrow the tyrannical machine# to get the diagnosis 
euid treatment they have earned. It is not difficult. 

No one will be more surprised than the neurologist to leam that MCS is a neuro 
logical disease. Given the political climate# the neurologist# vrtio like most ^ysicians 
has accepted the psychiatric misdiagnosis of the patient# will also be dismayed# 
appalled# euid horrified to find the hot potato in his lap. I am pleased to help the 
neurologist find peace of mind by offering a g^ysician-patient's definition of MCS. 
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Multiple chemical sensitivity is neurotoxiCf neuroinflammatoryf 
neutometabolic hypersensitivity to environmental levels considered 
acceptable of chemicals considered to be of low toxicity. Most Impcr- 
t^mt target organs of MCS are brain# lungs# guts# 2 u:m 3 skin# in that 
order# as these are first in line to take the inpact of chemical bom- 
bardment and/or are difficult to heal. 

The acceptability of environmental levels and the toxicity of chemicals will vary 
with time and with more research. This sliding standard is not central to my phys 
ician's definition of MCS; it is the lawyer who would make it so. My definition is 
aligned with arguments from witnesses Vlolante# Wall# and Rc^rtson that the disabil- 
ity of the patient should be adjudicated based on the conditicxi of the patient and 
not upm the circumstances in which the condition was incurred# and that the "higher 
incidence standeurd" should not apply to persons demonstrably sick. My definition 
is proactively medical# not politicolegal or cperatimal. There are different kinds 
of definitions# and mine offers no diagnostic criteria. Witness Hiller has offered 
an operational definition that can be tested readily and vrtiich will generate the 
diagnostic criteria sought by the military team. The diagnostic criteria so gen- 
erated will drarcatically broaden the Cullen definition of MCS. 

There are at least three good models in basic neuroscience which can easily 
^PPly to MCS. But these models# due to the political contamination of science# 
have been allowed to to applied only to animals# not humans. When Miller stubbornly 
defended the need for a long-term research unit in the face of aggressive questioning 
by ideological opposites Rep. Buyer and Rep. Kennedy# her stock soared with a 
scientific community that believes that a closed book is a closed mind is eui obstacle 
to progress. I am delighted to second her request for said research unit. 

It is not an accident that GWS turns out to be a neurological disorder mistaken 
for psychiatric# because it is a fact that disorders of the brain affect the mind. 

It is also a fact that psychiatric treatment will not heal a neurological disease. 
Neurologists and psychiatrists still flinch at the menory that once patients with 
atypical seizures# post-enceg^Talitic Parkinson's diseeise# and Tourette's syndrome 
were written off as psychiatric. 

Political intrusion into applied nutrition is second only to ipolitical 
intrusion into enviroi^ntal medicine. Textbook knowledge in nutritional biochem- 
istry was overlooked in the GWS puzzle because it is politically incorrect to 
diagnose deficiency in the well-fed U.S. population# and more so in the well-fed 
military. Intrusion has reached a crisis in the past several years# aa FDA Commis- 
sioner Kessler has moved to ban and recall as many over-the-counter nutritional 
supplements as possible. His move is based on the FDS's mandate from the 1950’s# 
long since rendered obsolete, but the FDA is not being nice about it. 

In the past twelve years I have survived documented deficiencies of at least 
five essential nutrients# requiring hospital repletion followed by lengthy outpatient 
therapy. OxPhos patients are known to suffer a grab-^xig of underlying and secondary 
metabolic problems# many relieved by supplements. My latest regimen was prescribed 
by a distinguished neurologist at a distinguished university medical center# and it 
is illegal. The veterans' grapevine hums with reports of improvement of GWS with 
suppl^nents# and they are also illegal. The only thing more embarrassing than the 
fact that the treatments for GWS were discovered by the patients themselves is the 
fact that the treatments are against the law# so the law must be changed. Congress 
must pass the Hatch-Richardson bill (S.784 and H.R. 1709) to stop Comnissioner 
Kessler from arresting Gen. Colin Powell for trafficking in illegal substances. 
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The mind is only responsible for itself* that is for maintaining its own 
sanity. The mind has very little control over the function of the nervous system 
and no control whatsoever over its structure. The oost cockeyed optimist in in 
psychology still denies that a causal relation between enotion and structural lesiwjs 
has been proven. (2) Recent breakthroughs demonstrating connections between n 

the nervous system and the immune system* impressive on their own* have been ^xised 
and twisted by premature claims that these studies have something to do with 
psychology. Such speculative elaboration leaps several quanta to the conclusion 
that they "prove" that the mind causes structural leaions by bad feelings. It is 
cruel to demand of our veterans that they cure themselves ky thinking happy thoughts. 

civilian medicine has served the military badly* and the military ought to be 
hopping mad. We notary illness is no mystery/ but the military was caught unpre- 
pared as a consequence of the malevolent political suppression of researdi and 
cconunication about NCS* and an unacceptably large number of gallant soldiers are 
paying the price. The military should abandon civilian constraints and champion 
their own work. From time to time the Inilit^u^y just can't help but make a wonderful 
contribution to medicine at large because they have to innovate out of dire neces- 
sity* although they are not primarily mandated to petfonn research. Now is the time. 


Sunnary: 

1. The veterans have pathological fatigue* ranging from mild to OxPhos* the most 
serious. Pathological fatigue manifests in the nervous syst^n first and worst. 

2. Multiple chemical sensitivity is a major a^spect in nervous syat&a dysfunction 
in 

3. We target organs (structures) and target neurotransmitter systems (functi^is) 
may vary fccm patient to patient d^)ending upon individual differences and 
circumstances of exposure. 

4. MCS is reversible in early stag^. MCS is treatable to a limited extent and 
iiHEXToves slowly if at all* because the nervous system heals Itself poorly. 

5. Vitamin deficiency is a kno%fn cause of nervous system dauaage and dysfunction* 
and is notorious for being overlooked. 

6. Toxicity is another known cause of nervous system damage. 

7. Mitchondria are damaged and rendered dysfunctional by many kinds of nutritional 
and toxic insults. Consequences of mitochondrial damage are manifold. 

6. Manifold variables dictate a chaotic mathematical pattern and negate a linear 
cause-effect relationship. 

9. There is no mediced. ccxitroversy over NCS. ihis controversy is entirely political. 

10. ^»eed of treatment is of the essence. Proper treatment is cheaper than neglect 
6^ prompt action is cheaper th£ui delayed action. 
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Wish List/ Reconxnendations# and Proposed Legislation: 

1. Support Hatch-Richardscxi bill (S.784) to revise FDA's mandate to regulate 
nutritional supplements. 

2. lomediately fund Title 38 to provide reinburseiDent to private f^ycians 
and facilities for care of both veterans and active military/ in cases 
where odlitary capability is ineidequate. 

3. Ask Secretary Brown to authorize civilian axisultants/ especially in 
Environmental/ occupational/ and Nuclear Medicine and Neurology to 
certify Gulf War and earlier veterems for disability and treatment: ask 
VHA to accept such certification. 

4. Fund $450/000 matching grant to U.T. H.S.C. San Antonio jointly with U.S. 
miliUury for environmental research and treatment canter. With private 

pledge in place/ this would be in irresistable bargain and would mare than 
pay for itself. 

5. Match Ruth G. McGill's, grant to AAEM for research on oxidative 
phosphorylation disorder in G.W. veterans. Funding is eQreeudy in place in 
at least one V.A. - university joint facility for part of this resear<^. 

6. EXind NIH for more research in ^cPhos and earmark funds for preposed 
San Antonio center. 

7. Increase VHA budget specif icedly for recall and re-«valuation of veterans 
turned down for enviroranental disability. 

8. ^ilarge definition of quadification for purple heart medal to ii^lu^ 
metabolic injury. 

9. Call on vendors of high-tech diagnostic and experimental equipment to give 
the military some free deommstrations on GW veterans. They will probably be 

delighted/ as availability of this eiquipatient is still too limited atny^^ere. 

10. Fund active military for 20-year mass statistical epidemiological study 
of recruits for screening test(s) for Gulf War Syndrome. 

XI. Authorize military to adnit civilians into proposed San Antonio unit on 
space available basis so as to minimize expense to military and maximize 
capability to treat all sick U.S. citizens. Limited number of most sick 
veterans will soon be restored to outpatient status/ but cases continue to 
arise amcxig civilians/ for whom facilities are inadequate. Military would 
not be ccopeting with civilian facilities because there is (xily one other. 

12. Protect physicians for chanpioning GWS and MCS pati«its. Stop kangaroo courts. 
Step poll ticol^al harassment of these physicieuia. 

13. E^arge Medicare and Medicaid coverage for treatment of envlrcximental illness 
in civilians and veterans without disability. Ask Hileuiy Rodham Clinton. 

14. Enlarge registry to include late complications/ cancer/ and birth/defects 
and dying infants born to veterans. Autepsies of such infants to medical 
centers with capability in molecular genetics. 

15. Ask military physicians and scientists to d^rief me. I have technical 
information to share. 

16. Presidentied Medal of Freedom for Dr. Theron Randolph. Pass the word. 

Thank you for reading/ listening/ and hearing. I feel better already. 


Ruth G. McGill/ M.D. 



ATTACHMENT I. Relationship of Pathological Fatigue# Gulf Wac Syndroinei and Environmental Illness of 
Rcmdolph. All patients in all circles have pathological fatigue. Four aubgoups can 
be distinguished with existing diagnostic criteria. Psychiatric patients are exclude< 


377 




378 


STATEMENT OF HESTER ADCOCK 
June 9, 1993 


HOUSE VETERANS AFFAIRS SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 


Mr, Chairman and members of the subcommittee, thank you for 
allowing me the opportunity to submit my personal views in regards 
to Desert Shield, Desert Storm illnesses, health care, and namely, 
the deatii of my son. I am the mother of Array Specialist Michael 
C. Adcock, 22 year old Gulf War veteran, now deceased. Michael 
served in Desert Storm from January 18, 1991 to May 19, 1991, 
arriving home May 23rd, 1991 only to die eleven months later, on 
April 23, 1992. Prior to the Gulf War Michael was very active 
physically. In high school he was a four year letterman in foot- 
ball, playing "all” positions, broke a weightlifting championship, 
worked out dally, ran at least five miles a day and while serving 
in the Army in Geramny, he was a boxer and a wrestler. Michael 
became ill as early as January 25th, 1991 and reported to the 8th 
Evac hospital in Saudi Arabia complaining of rectal bleeding. 

He was given what appears to be the Array's drug of choice "Motrin". 
Although the examining physician wrote on Michaels military records 
requesting surgical consult, my son was never referred to a surgeon. 
I learned this after my sons death, when I received very limited 
military records of my son. After requesting by phone and writing 
to ^/^person in St. Louis, Missouri on several occasions,! have as 
yet to obtain all of ray sons military medical records. It is bad 
enough that my own government has in my own opinion helped "kill" 
my son - now I cannot obtain the pertinent medical information 
that I feel is due me. Unfortunately, it appears to be a commom 
practice to lose, misplace, and /or have incomplete personal and 
medical records including but not limited to immunization, dental, 
and all x-rays. Losing of such records of our Armed forces is 
causing a tremendous hardship- on families such as myself. It 
causes undue stress? it costs the military extra monies to try to 
locate such lost records, and this causes the military , V.A. and 
us the taxpayers more money. 

I have been advised by many attorneys that the offices who 
condone such practices are in direct violation of the U.C.M.J. This 
poor record keeping and lackadaisical attitudes of our military in 
charge of such affairs must cease immediately. 

I, as a breaved and grieving mother, have many questions I 
want answered. I feel that since Michael was sick while serving 
in the Gulf that he should have been given a one hundred percent 
medical disc)>oxge instead of a regular discharge. Michael should 
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have been sent to either Germany for further diagnostic testing 
or back state slde| especially since he had repeated rectal bleeding^ 
rash, severe headaches, raspy voice, hoarseness, achy joints, 
just to name a few. Instead , he was given more Motrin. And upon 
return to state side, he along with many others in his unit was 
given very limited physicals with no chest x-rays, although 
Michael military records stated, surgery consult requested per 
attending physician. Againj Such a practice must cease immediately 
The military should be held responsible for my sons death. Had 
Michael been given proper diagnostic testing while serving in the 
Gulf, my son could possibly be alive today. My son was a very 
patriotic young man. He loved his country, his family and God, 

I ask you today, "How much did my country love and appreciate my 
son?". He felt it his patriotic duty to serve in the military, he 
wore his Army uniform proudly, he was a brave and courageous soldier 
Had Michael died on the battlefield, I would not be asking any 
questions. War is war - but now I must admit I am angry. I feel 
that my son died a senseless, needless, very painful death of 
multiple cancers. Why? Will I ever get an answer? My jewel is 
gone forever. 

Micahaels death bed wish was for me to fight for him and 
fight for all of his comrades. After this request, a few short 
hours later, Michael slipped into a coraA- never to talk to mommy 
again- he died seven days later. Fight I must! One young life 
is one too many to lose! 

When I tried to get Michael treated at the V.A. hospitals, 
he was denied entrance, namely Walter Reed Army Medical Center 
and Gainesville V.A. This is inexcusable, absolutely deplorable. 

Also, our military must stop discharging all soldiers, army, 
marines, sailors, coast guardsmen - all military without proper 
diagnosis and proper disability ratings. With 0-10% ratings of 
our sick, injured and unfortunately dying veterans, they do not 
qualify for V.A. treatment or disability checks. The administrative 
practice of P.E.B. boards giving these low ratings, no matter the 
degree of sickness or level of impairment must not be allowed or 
tolerated. 

It is a much larger problem than just that of my son, I have 
a heartfelt concern for all veterans. I want a study done with 
the P.E.B. of all veterans discharged with the same and similar 
sicknesses and ailments of my son to be conducted on our Gulf 
War veterans. The military is not giving proper or quality 
medical treatment prior to discharge from active duty. The 
veterans are too sick to perform their duties in the military, 
but are expected to process out of the military and get a job to 
support themselves and their families. This military bureracy 
must stop! Our sons and daughters are being treated unfairly. 

They are being turned away from V.A. hospitals and left to just 
"fend for themselves". This is America; we should not be treating 
our veterans like they are just a number! This angers me! We 
must stand up- speak up- be heard. I am one mother that intends 
to make a difference. I am sorry that I have to say that I cannot 
with a good conscience recommend any young person to enter the 
military, I love my country/ I fiy my flag everday. Unfortunately, 
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our own military and our government failed my son. My familys 
loss cannot be measured in words. Michael is gone from our 
touch, never from our heart. 

Time is of the essence! OUr Gulf war veterans need immediate 
medical attention. We do not have trained physicians in our V.A. 
hospitals to properly diagnosis and treat these multiple debilitating 
and often fatal illnesses now p]:<^^'v our Gulf war veterans. I 
urge this panel to review all of the veterans and their families, 
friend$ and concerned persons statements, testimonies that have and 
will be submitted; read and listen with an open mind and search 
your heart, please - please don't wait any longer to help my sons 
comrades. Don't wait until another Mom, DAd, Brother, and sister- 
in-law has to bury another young soldier. 

We must not allow the military or our government to "coverup” 
as was the case with our Viet Nam veterans. Many of these soldiers 
are sons and daughters of Viet Nam era veterans and resent their 
children being treated with disparate disregard. When the shooting 
stops, we must not walk away and turn our backs on our veterans. 

Thank you for allowing me the opportunity to write my views 
and concerns of not only my son but all of his comrades. May 
God truly bless America. 


Sincerely,. 

Hester Adcock 
4921 N.E. 22nd Terrace 
Ocala, Florida 34479 
(904) 368-6984 
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WRITTEN COMMITTEEE QUESTIONS AND THEIR RESPONSES 
Congressman Clement to Department of Veterans Affairs 


QUESTIONS SUBMITTED 
HONORABLE BOB CLEMENTS 
SUBCOMMITTEE ON OVERSIGHT & INVESTIGATIONS 
COMMITTEE ON VETERANS’ AFFAIRS 

HEALTH CONCERNS OF PERSIAN GULF WAR VETERANS 
AND RELATED ISSUES 

JUNE 9, 1993 


Question 1: If MCS is recognized by VA as a medical condition, how will it 

impact the VA? 

Answer: The initial impact of VA recognizing "Multiple Chemical 

Sensitivity" (MCS) as a medical condition would be intangible 
and difficult to measure. The first impact would be the 
challenge of establishing an acceptable definition for the 
condition and defining exposure and disease relationships. 

Then the problem of diagnostic and therapeutic decisions would 
have to be addressed. What works? Why? What do various 
teste mean? What are normal values for them? There are no 
well controlled studies providing confirmation of the efficacy 
of the diagnostic and therapeutic modalities involved in 
diagnosing and treating multiple chemical sensitivities, so 
the usu^l basis for these decisions is missing. What we have 
is anecdotal evidence based on clinical experience that 
certain procedures work. Trying to train scientifically 
oriented physicians to take care of patients or even provide 
adequate compensation examinations without the usual academic 
and scientific support will be difficult and may not be 
successful. This would lead to contracting for care without 
the usual criteria for judging the quality of that care. The 
more tangible impact is difficult to predict since there are 
no good estimates of the scope of 'the problem in the civilian 
or veteran populations. 


Question 2; VA regulations permit care for Persian Gulf vets' conditions 

pending official determination of whether their conditions are 
connected to Gulf duty. How long does this take? What 
exactly is involved in the official determination? What is 
the next step for the vets if no connection is found between 
their condition and their service in the Gulf War? What is 
the next step for the vets if there is a connection? 

Answer: VA regulations do not yet exist permitting care for Persian 

Gulf veterans’ conditions pending official determination of 
whether their conditions are connected to Gulf duty. VA has, 
however, submitted proposed legislation allowing such care 
under these conditions. Pending passage of such legislation, 
VA is allowing such care as a matter of policy. 

Current policy allows VA health care facilities to provide 
treatment to any veteran who served in the Persian Gulf 
theatre for any condition a VA physician has determined is 
possibly related to such service. If a veteran requiring such 
treatment has no other eligibility other than as a 
discretionary veteran required to make copayments, copayment 
requirements are deferred until the veteran’s claim for 
service-connection has been adjudicated. 

Veterans who are found to have conditions requiring treatment 
that could possibly be related to their service in the Persian 
Gulf Theatre are encouraged to file claims for service- 
connection through their local VA regional office. Veterans 
are requested to do so as soon as possible as such ratings can 
affect their continued care through VA. 
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Once a veteran haa filed a claim, all copayment actiona for care of conditions 
poaaibly related to the veteran's service in the Persian Gulf Theatre are 
deferred until adjudication action haa been completed. Time required between 
referral of a veteran to a VA regional office and actual notification that 
rating action has been completed varies widely from veteran to veteran. 

If the veteran is determined to be service^connected for a 
condition(s) , the veteran is entitled to receive any medical 
care or services required in the treatment of that 
condition(B) free of charge. If any copayment billing action 
is pending, all such action will be waived and any future care 
provided for that condition(s) will be provide without any 
copayment billing action taken. 

If the veteran is determined to be nonservice-connected for 
the condition(8) Cor which VA has been deferring copayment 
action, then copayment billing will be initiated. Any future 
care will be provided only if the veteran agrees to make the 
necessary copayments. 


Question 3: You referred to an extended environmental study of 1,400 vets 

claiming similar symptoms to those widely reported. What 
exactly is being done in this study? What findings can you 
report thus far? How does this relate to the 26 referred to 
the 3 referral centers, that is, is there any correlation of 
symptoms and will these 1,400 be sent to the referral centers? 

Answer: Our Environmental Epidemiology Service (EES) reviewed the 

first 1,404 veterans who received the VA Persian Gulf Registry 
examination to obtain information about the problems that were 
experienced by these veterans. This review showed that common 
complaints were fatigue, skin rash, headache, loss of memory, 
muscle/joint pain, shortness of breath, cough, diarrhea and 
chest pain. A wide range of medical conditions were diagnosed 
among the participants. EES will periodically review Registry 
medical data to help generate a hypothesis for in-depth 
analytical study. This review is completely separate from the 
work of the Referral Canters. These centers help diagnose and 
treat Persian Gulf veterans who cannot be helped on an 
outpatient basis at a local VA medical center. The 1,404 
veterans will not be sent to the Referral Centers. The 
special centers only deal with very unusual and difficult 
diagnoses. 


Question 4: Secretary Brown's recent comments have expressed a desire and 

intent: to look at other possible explanations, such as 
environmental factors, and I have read about plans to enter 
into a venture with the University of Texas at San Antonio's 
Envircmnental Medical center to look at MCS. What is the 
position of the VA on MCS? Do the recent statements and 
actions by Secrstary Brown reflect a change in VA policy with 
regard to MCS? 

Answer: The Department is very interested in the proposal made 

concerning the University of Texas at San Antonio. Currently, 
we can neither rule out multiple chemical sensitivities as an 
explanation for some of the problems experienced by Persian 
Gulf veterans, nor can we endorse it as a bona fide medical 
diagnosis. Currently, there simply is not enough information 
on this subject. The proposal mentioned in your question is 
an attempt to close this information gap. We do not see this 
as a change in VA policy on this matter. 
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Question 5: Shouldn't the VA begin looking at the big picture and apply a 

comprehensive approach to analysis and treatment of symptoms 
as opposed to treating each symptom and each soldier 
independently? 

Answer: VA is looking at the "big picture.” At the same time, we must 

continue to treat each veteran as an Individual and respond to 
his or her symptoms. Not all veterans have the same problems. 
The symptoms of which Persian Gulf veterans complain are very 
non-specific and could relate to a number of diseases. It 
does veterans, or any patient, a disservice, not to rule out 
as many of these as possible before accepting a non-specific 
label . 


Question 6: What interaction has the VA had with Dr. Hyman? What are the 

VA's views of Dr. Hyman and his method of treatment? Your 
testimony made reference to "appropriate treatments" would VA 
consider Dr. Hyman's treatments appropriate? 

Answers VA has had numerous contacts with Or. Edward Hyman concerning 

his treatment modalities for Persian Gulf veterans who have 
contacted him for diagnosis and treatment of their symptoms. 
Currently, VA considers Dr. Hyman's methods to be 
investigational. Or. Hyman has been requested to share hie 
diagnostic and treatment protocol with VA. However, Dr. Hyman 
expressed reluctance in doing so and, to date, VA has not 
received a protocol that can be reviewed. Dr. Hyman gives 
every evidence of being a concerned physician who wishes to 
treat the conditions presented to him by some Persian Gulf 
veterans. The informal description given by Dr. Hyman of his 
treatment indicates that he is treating low grade bacterial 
infections with massive doses of IV antibiotics. He was not 
very specific about the types or amounts, but has advised that 
he prescribed treatment according to the results of urine 
teste on each individual and the patient's response to that 
treatment. VA cannot consider Dr. Hyman’s treatment as 
"appropriate" since no protocol has been made available that 
provides an adequate description of the treatment modality. 

VA is very concerned that any treatment of veterans be in 
accordance with recognized medical practices. There is also 
concern that any protocol for treatment or research on 
veterans be vigorously peer reviewed and that human subjects 
committees review all research involving humans. Until this 
is done, it is not possible for VA to accept Dc. Hyman’s 
treatment regimen for Persian Gulf veterans. 


Question 7: Can you provide to the committee a breakdown of the 26 vets 

sent to referral centers, such as symptoms, treatments, 
diagnoses, etc.? Are they still complaining of symptoms? 

Have they come back to the VA for treatment? What kind of 
followup has been done? 

Answer: As requested, we are providing you with a breakdown of the 29 

discharged veterans sent to VA's Persian Gulf Referral Centers 
as of July 2, 1993. (Attachment) This breakdown provides a 
description of the symptoms, consults/procedures, discharge 
diagnosis and treatment of these individuals. In some 
instances, in spite of extensive diagnostic workup and 
treatment, some veterans continue to present symptoms that 
they believe requires further diagnoeis/treatment. in such 
cases, these veterans are invited to return to the Center for 
additional diagnosis and treatment as medically indicated. 

Some veterans have done so. However, some have elected not to 
return. 
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VA attempts to provide for a follovirup of these individuals by referring then 
back to the medical center that originally provided for their medical workup 
at the Persian Gulf Referral center. These medical centers are advised of 
each veteran's discharge and provided with information concerning their 
diagnosis and treatment while at the Referral Center. 


Question B: The committee has been told several steps were taken to ensure 

that everyone in the VA had knowledge of the Registry and what 
was expected of them, yet Betty Zuspann told us earlier that 
she had taken calls from VA personnel who had seen her on 
television talking about the Registry and who wanted to know 
exactly what they should be doing. She also told us that she 
discovered the VA Medical Centers were holding their Registry 
lists and not reporting them to Central Office, or wherever it 
is they are accumulated, and so she began calling the VA 
Medical Centers to tell them to send their lists in. 

Obviously, this would have some impact on the low numbers and 
alow assessment of the extent of the problem. What are your 
views on this and do you have any knowledge of this, or any 
comment concerning Mrs. Zuspann' s statements? 

Answer: VA, through ongoing nationwide conference calls, site visits, 

periodic maiiouts of significant Persian Gulf-related 
scientific end other information, special nationwide satellite 
broadcasts and other informational outreach efforts, is making 
an ongoing effort to fully educate its health care and other 
staff concerning Persian Gulf Registry policies and 
procedures. They have been particularly sensitized to the 
need to make the availability of the Registry exeunination 
program known to Persian Gulf veterans contacting or visiting 
VA health care facilities. 

It has also made every effort to acquaint Persian Gulf 
veterans with the availability of the "Persian Gulf War 
Veterans Health Registry" mandated by Public Law 102-565. 
Outreach efforts have included the design and widespread 
dissemination, both within and without VA, of special Persian 
Gulf Registry posters. VA has also briefed military officials 
within the Department of Defense and the major chartered 
veterans service organizations of the special examination 
program in order to assist them in alerting military personnel 
and members of veterans organizations and others of the 
Registry program. A further outreach effort includes design 
and widespread distribution of a publication entitled "Persian 
Gulf Review." This publication informs Persian Gulf veterans 
of VA's Persian Gulf-related policies and procedures including 
establishment and maintenance of the Persian Gulf Registry in 
their behalf. 

VA does not believe that the total number of participants in 
the Persian Gulf Registry is inordinately "low." As of 
May 31, 1993, over 6,000 have participated in the examination 
program and data from their examinations entered in the 
computerized database maintained at VA's Austin Automation 
Center (AAC) in Texas. Health examinations, provided under 
authority of the Persian Gulf Registry are voluntary on the 
part of the veteran. To participate in the Registry, a 
veteran does not have to be sick. Some veterans are sick, 
some are the "worried well" and a certain number are those 
individuals who eimply wish to establish a record on their 
Persian Gulf experience. The number of Registry participants, 
therefore, cannot be compared to the number of veterans 
receiving care on either an inpatient or outpatient basis. 
Regarding timely inclusion of examination data in the 
computerized portion of the Registry, VA is concerned that 
such data be incorporated into the database in an expeditious 
manner. 
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However, it should also be noted that there is a certain amount of 
administrative lag time between completion of an examination at the receiving 
medical center, forwarding of the diagnostic code sheet to the AAC, and input 
of that data into the computerized database. Therefore, the total number of 
examinations may be greater, although we do not believe excessively so, than 
that reflected in the Registry's database. Every effort is being made to 
ensure that the medical centers expedite the submission of the examination 
code sheets to the AAC. VA is not aware at this time of any calls received or 
made by Mrs. Betty Zuspanrv concerning the "holding" of Registry lists. As 
previously noted, it is VA policy to transmit Registry data to the AAC ae 
expeditiously as possible. 
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Question Is In the teetisnony of VA given by then Deputy Secretary Tony 

Principi before the Subcommittee on Hospitale and Health Care 
on September 16, 1992, he stated, "We currently lack 
scientific evidence that the health problems experienced by 
Persian Gulf Theatre veterans are related to their exposure to 
environmental or chemical contaminants." Does there remain a 
lack of scientific evidence to date? What do we know now that 
we didn’t know in 1992? 

Answer: There is no scientific evidence to date that definitively 

links various environmental exposures experienced by Persian 
Gulf veterans and the symptoms/conditions presented by some of 
them. Although a variety of hypotheses have been posed, there 
are no firm medical or scientific conclusions concerning such 
exposures. The current state of knowledge Indicates that 
Persian Gulf veterans undoubtedly were exposed to a wide 
variety of environmental agents during their service in the 
Persian Gulf Theatre, va believes that there are Persian Gulf 
veterans who are ill for whom no explanation can be medically 
found for their symptoms. Whether a linkage exists between 
these health problems and one or more exposures in the Persian 
Gulf has not been determined. VA is proceeding, through a 
variety of approaches to resolve these complex health issues. 
Such efforts include the establishment of a "Persian Gulf Blue 
Ribbon Panel," which met in Washington on May 7, 1993; 
possible formation of a permanent advisory committee to 
address the scientific and medical health iasues related to 
Persian Gulf service, and establishment of an internal Persian 
Gulf Working Croup to review research naeda. Further, VA is 
in the process of entering into a contract with the Medical 
Followup Agency of the National Academy of Science's Institute 
of Medicine for a scientific review of the possible adverse 
health effects of Persian Gulf service. VA believes that this 
multi-faceted approach will assist in our efforts to address 
fully the complex issues raised by the service of American 
personnel in the Persian Gulf. 


Question 2 } The VA attempted a six-month followup study in April of 1992 
to determine the prevalence of Poet Traumatic Stress 
Disorder. The VA mailed out 1006 surveys, but only received 
responses from 226 veterans. What effect does this low 
participation rate have on the results of such a study? 


Answer: The effects of the smaller size of the followup siunple on any 

inferences that can be drawn from Dr. Lltz's study depend on 
the extent to which those who participated in followup are 
representative of the sample as a whole. Analyses are 
underway to examine this question. Currently, it appears that 
treatment-seeking veterans who participated at followup were 
initially healthier than treatment-seeking veterans who 
dropped out of the study. Thus, data from the followup sample 
may underestimate the current prevalence of PTSD and other 
post-war problems. 
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Whatever the final analyees ultimately show about Dr. Litt's 
study, it is important to remember that there are at least two 
additional major studies of veterans who served in the Persian 
Gulf. One of these studies, by Dr. Jessica Wolfe and her 
colleagues, has over 2,000 participants with an IS-month 
followup rate of over 18 percent. 



388 


Question 1: 


Answer : 


Question 2: 


QUESTIONS SUBMITTED BY 
HONORABLE LANE EVANS, CHAIRMAN 
SUBCOMMITTEE ON OVERSIGHT & INVESTIGATIONS 
COMMITTEE ON VETERANS' AFFAIRS 

HEALTH CONCERNS OF PERSIAN GULF WAR VETERANS 
AND RELATED ISSUES 

JUNE 9, 1993 


Nearly 80,000 Persian Gulf War theatre veterans have 
reportedly come to VA for medical care, but only 4,000 of 
these veterans have reportedly received the Registry 
examination. If VA has encouraged the veterans who have come 
to VA for care to have a Registry exam, what factors account 
for VA‘B failure to encourage Persian Gulf veterans to receive 
the Registry examination? 

The Registry examination program is a relatively new 
initiative. The examinations began in August 1992 for Persian 
Gulf veterans with medical problems. In November after Public 
Law 102-565 was enacted, we were able to expand the program to 
include veterans who were worried about their health, but who 
were not experiencing obvious medical problems. As with many 
new programs, there has been some delays in orienting and 
training personnel at some facilities and not all veterans 
have been promptly advised of the Registry exaunination 
program. The Department of Veterans Affairs (VA) has made 
every effort to educate its health care and other staff on 
Registry-related policies and procedures and to sensitise thMn 
to the need to be aware of the concerns of Persian Gulf 
veterans and to make them aware of the availability of the 
examination program. It should be noted, however, that not 
all Persian Gulf veterans eligible for the examination are 
interested in participating in this voluntary program. A 
questionnaire must be completed and certain tests performed. 
This requires some time and effort. Veterans may have to take 
time off work to receive the examination. Some veterans do 
not perceive any direct, immediate tangible benefit in 
participating in the program. We have expanded our outreach 
efforts to increase awareness of the Registry program. As a 
result, the number of veterans seeking the examination has 
significantly increased. More than 6,000 veterana have 
participated in the prograun to date. 


How many Persian Gulf War veterans who have come to VA for 
medical care have been given a diagnosis? How many have not 
been given a diagnosis? 

What diagnosis have been made most frequently by VA for Gulf 
War veterans? 

How many Persian Gulf War veterans treated on the basis of 
their VA diagnosis have received treatment which has not 
helped them? 

In addition to trouble in making a diagnosis, what slss would 
explain VA treatment not being helpful in some cases? 

In cases where establishing a diagnosis has proven difficult, 
does VA still provide treatment? 
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What types of treatment has VA provided in cases where a 
diagnosis has proven difficult to establish? 

Are veterans, for whom it has been difficult to establish a 
diagnosis, ill? 

Answer: As of July 19, 1993, we had master records for 3,012 veterans 

included in the Persian Gulf Registry database maintained at 
the VA Automation Center in Austin, Texas. All but 564 of 
these veterans had one or more diagnoses. The 564 veterans 
had no diagnosis because they were in good health. The most 
common symptoms noted are malaise, fatigue and headache, and 
the most common diagnoses are unspecified non-infectious 
gastroenteritis and colitis, dermatitis - unspecified cause, 
and unspecified sinusitis - chronic. Most, but not all, 
Persian Gulf veterans who have been treated based on their VA 
diagnosis have been helped. Many have seen significant 
improvements in their health; others have experienced minimal 
or no improvements. These are very subjective judgments. We 
do not have a count of how many have not been helped despite 
our efforts. Some diagnoses do not respond well to any 
treatment. Some medications or treatments are very effective 
for some patients, but have little or no ameliorating effects 
on other patients with identical problems. Despite our best 
efforts, occasionally a patient may be misdiagnosed. Even 
when a clear diagnosis is not available, VA physicians treat a 
veteran's symptoms. The type of treatment provided in such 
cases is based on the types of problems a veteran is 
suffering. Treatment is based on an individual's specific 
needs. Simply because a physician is not able to put a 
definite disease label on a veteran's health problems does not 
mean that the veteran is not ill. 

The most common diagnoses for Persian Gulf veterans who have 
received inpatient treatment in a VA health care facility but 
who have not received the Registry examination are alcohol 
dependence, cocaine dependence, inguinal hernia and tooth 
eruption disturbance. 


Question 3: Has VA contracted or considered contracting with one or more 

other health care providers to provide a diagnosis for the 
Persian Gulf veterans for whom VA has encountered some 
difficulty in making a diagnosis? If not, why not? 


Answer: VA may contract with one or more other health care providers 

to determine a diagnosis for the Persian Gulf veterans when 
the situation warrants such action. We do not anticipate that 
this will be necessary very frequently. 

Question 4: Identify the health problems or symptoms most frequently 

reported by Gulf veterans. 

What patterns of health complaints have Gulf War veterans 
reported moat frequently? 


Answer: The most common medical complaints reported by Persian Gulf 

veterans who have received the Registry examination are 
malaise and fatigue, headaches, non-specific skin eruptions 
and other symptoms involving the nervous and musculoskeletal 
systems. We will closely monitor data gathered to determine 
whether a pattern emerges in the future. 
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Please respond to Dr. Hinahaw's statement that, "the 
mysterious illness afflicting the Persian Gulf veterans is 
multiple chemical sensitivity." 

We are well acquainted with Dr. Hinshaw’s views, and we 
respect his professional judgment. On the other hand, while 
it is possible that he may be correct, we are not prepared to 
endorse his conclusion. It is our view that there is 
insufficient data at this time to reach a definite 
conclusion. Secretary Brown has recently established a 
working group to address the need and possible funding for 
research into multiple chemical sensitivities. 


Please respond to the stat»nent that health problems of Gulf 
War veterans aren't really a mystery, DOD and VA simply don't 
know how to diagnose the problem correctly. 

This is primarily the view of physicians who practice clinical 
ecology, now often called "environmental medicine.” They 
believe that exposure to low levels of environmental 
substances in the air or in foods and liquids, in susceptible 
individuals, causes a variety of ill-defined symptoms 
affecting nearly every organ system. However, the majority of 
American physicians agree with the AMA's Council on Scientific 
Affairs, which concluded that (1) there are no well-controlled 
studies establishing a clear mechanism or cause for MCS and 
(2) there are no well-controlled studies providing 
confirmation of the efficacy of the diagnostic and therapeutic 
modalities relied on by those who practice clinical ecology. 


A variety of health problems including dizziness, fatigue, 
muscle spasms and pain, joint pain, coughing, shortness of 
breath, wheezing, headaches, loss of feeling in hand and feet, 
congestion, gastro- intestinal problems, hair loss and bleeding 
gums have been reported by Persian Gulf War veterans. Would 
these symptoms be expected to be related to only a few or to 
possibly many diagnoses? 

You mentioned numerous symptoms. Many of these symptoms could 
be related to many different diagnoses. 


How do the VA physicians conducting Persian Gulf War Veterans 
Health Registry medical exams pay particular attention to 
occupational exposures, insect bites, and infectious diseases, 
such as leishmaniasis, chemical and/or biological agents, 
contaminated food or drink or other environmental agents? 

What special training and education have been received by all 
VA physicians who conduct Registry examinations to better 
equip them to pay particular attention to each of those 
aspects of the exam? 

Does each Persian Gulf War Veterans Health Registry medical 
exam include diagnostic tests which are intended to diagnose: 

occupational exposures, insect bites, and infectious 
diseases, such as leishmaniasis, and/or chemical/ 
biological agents, contaminated food or drink or other 
environmental agents. 
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Answer: VA physicians conducting Persian Gulf War Veterans Health 

Registry medical examinations carefully study each veteran. 

The physician asks questions of each veteran to learn about 
his or her individual exposures and experiences. The 
physician also performs a comprehensive physical examination 
and arranges for specialized consultations where medically 
indicated. In addition to their regular medical education and 
training, VA physicians who conduct the Registry examinations 
receive ongoing specialized training through our satellite 
broadcasts, nationwide telephone conference calls and icailout 
programs. They may consult with staff at the special Persian 
Gulf Referral centers and VA Central Office staff. Each 
Persian Gulf veteran who participates in the examination 
program receives comprehensive tests designed to help the 
clinician determine an appropriate diagnosis. While 
information is obtained from this testing, most information 
must be obtained from the veteran during an interview. There 
are no screening tests for many of the exposures you list, but 
physicians are guided by symptoms to order specific tests. 


Question 9: After a request for a Persian Gulf War Veterans Health 

Registry medical exam has been received, what is the maximum 
amount of time which could elapse before VA completed the 
exam? 

Describe the information VA collects from Registry medical 
exams. How has this information already been used? How will 
it be used in the future? 

Does the standard Persian Gulf War Veterans Health Registry 
medical exam identify individual chemical or toxic substances 
to which veterans may have been exposed while serving in the 
Persian Gulf theatre or multiple chemical sensitivity? 

Identify diagnostic tests capable of identifying individual 
chemical or toxic substances to which a veteran was exposed 
while serving in the Persian Gulf theatre. 

Does the standard Persian Gulf War Veterans Health Registry 
medical exam diagnose leishmaniasis? 

Describe the conditions the Persian Gulf War Registry medical 
examination is expected to detect. 

Summarize the results of all Persian Gulf War Registry medical 
examinations conducted to date. 

What is the cost of the standard Registry exam? 

Answer: When a request for a Persian Gulf Registry examination is 

received, the VA health care facility schedules an appointment 
as promptly as possible. There is no established “maximum 
amount of time" to complete an examination. Every effort is 
made to accommodate the veteran's schedule whenever possible. 
Obviously, when a large number of requests are received by a 
single field station at the same time there will be some 
delays. In such instances, VA field stations take special 
action (such as increase the number of physicians conducting 
the examinations) to respond to the workload increase. A 
great deal of demographic data (date of birth, address, race/ 
ethnicity, marital status, etc.), military information (branch 
of service, periods of service in Persian Gulf, geographical 
areas served, military units), environmental exposures, health 
complaints and diagnostic information are gathered during the 
examination. Researchers have analyzed and will continue to 
review the data to ascertain clues for epidemiologic studies. 
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There are no validated teste capable of identifying individual 
exposures to many of the chemical or toxic substances ^ the 
Gulf or to differentiate exposures that occurred then from 
exposures occurring more recently. "Multiple chemical 
sensitivity" is a descriptive term that does not depend on any 
single exposure to a specific substance and for which there is 
no accepted diagnostic test. When the "diagnosis" is made, it 
is based on a good history. The diagnosis of leischnaniasis 
is made by the demonstration of the organism in a bone marrow 
or spleen biopsy. When a veteran has a history and physical 
examination compatible with leischmaniasie, the more extensive 
testing is undertaken. The Registry examination is comprised 
of a good general Internal Medicine history and physical 
examination capable of leading to the diagnosis of a wide 
range of conditions. To date, that appears to be what has 
occurred. Those who have undergone the examination have been 
found to range from good health to those with a variety of 
medical maladies. It is estimated that the average 
examination costs $140 to complete. 


10: What additional diagnostic tests are conducted at each of the 

three specialized referral centers? What is special about 
each of the three specialized referral centers? What is the 
specialized purpose of each of the designated regional 
treatment centers? 

Whatever additional diagnostic procedures are indicated by the 
individual patient's medical condition will be undertaken by 
the Persian Gulf Referral Centers. These center locations 
were selected based on availability of clinical and academic 
expertise in such areas as pulmonary and infectious diseases, 
immunology, neuropsychology and access to toxicologic 
expertise. The centers have an emphasis on specific symptom 
complexes, such as fevers of unknown origin compounded by 
unexplained weight loss. The Referral Center in Washington 
has special expertise in the diagnosis and treatment of 
leishmaniasis and other infectious diseases. The Referral 
Center in Houston sees veterans suspected of suffering from 
"multiple chemical sensitivities." All VA medical centers 
offer the Registry examination on an outpatient basis. The 
Referral Centers provide for inpatient stays to allow for 
observation, multidisciplinary consultations, and lengthy 
occupational and exposure history with an opportunity to 
re-examine veterans with unusual medical conditions. 


11: Private practice physicians reportedly are successfully 

treating Gulf War veterans who have not been treated 
successfully by VA. 

Is the treatment being provided by these physicians offered by 
VA? 

How can VA improve the treatment it provides to Gulf War 
veterans? 

Dr. Hinshaw has offered to teach VA hospitals how to diagnose 
and treat chemically sensitive patients. Should VA accept 
this offer? If not, why not? ' 
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Answer: We are very interested in the treatment provided to Persian 

Gulf veterans. However, we are unwilling to provide any 
treatment or procedure unless and until it is carefully 
studied and proved effective by an independent authority. We 
have not, and will not, subject our patients to treatments or 
theory based on anecdotal reports. We have an open mind to 
all possible treatments. We are hopeful that the treatment we 
currently provide to Persian Gulf veterans can be improved. 
While Dr. Hinshaw may eventually be proved accurate in what he 
says, his conclusions do not now have the support of 
mainstream medicine. Unless and until his theories gain 
greater acceptance in the medical/scientific community, we 
think it is premature to invite him to train the professional 
staff at VA health care facilities. 


Question 12: What is the mission and purpose of VA's Persian Gulf Expert 

Scientific Panel? 

What date has been set for the Persian Gulf Expert Scientific 
Panel to complete its work? 

Answer: The mission and purpose of VA’s Persian Gulf Expert Scientific 

Panel was to examine the concerns of veterans regarding the 
possible long-term health consequences of military service in 
the Persian Gulf theatre of operations. These concerns 
Include, but are not limited to, multiple chemical 
sensitivity, chronic fatigue syndrome, and post-traumatic 
stress disorder. On May 7, 1993, the Penel met to review a 
variety of health issues related to the diagnosis, treatment, 
and research of Persian Gulf-related health issues. At the 
conclusion of the meeting. Panel members recommended that 
there should be additional scientific reviews of the possible 
health consequences of Persian Gulf service. The Panel 
members recommended that VA consider establishment of a 
permanent federally chartered advisory committee to oversee 
this work. VA is currently pursuing the possible 
establishment of such a committee to continue the work begun 
by the Persian Gulf Expert Scientific Panel. Until such a 
committee is established. It is not possible to set a date for 
completion of activities which were outlined by the Persian 
Gulf Expert Scientific Panel. 


Question 13: The National Center for PTSD has reported preliminary results 

which indicate, "a substantial percentage of troops were 
exposed to war zone stressors" and some servicemembers 
including combatants, women troops, national guardsmen and 
reservists, minorities and troops who were parents of young 
children may be at greater risk for PTSD. 

What action(3) has VA taken in response to these findings? 

Have these findings been formally communicated to DOD? 

Answer: Actions taken by VA to meet the trauma-related needs of 

Persian Gulf veterans are as follows: 

The National Center for PTSD produced a manual to instruct VA 
clinicians on the needs of Persian Gulf (Operation Desert 
Storro/ODS) veterans and on appropriate assessment and 
treatment strategies. This ODS Clinician Packet was delivered 
to all Department of Veterans Affairs Medical Centers (VAMCs) 
and all specialized PTSD programs. 

The National Center for PTSD produced an issue of its Clinical 
Newsletter specifically to inform its readership of over 6,000 
clinicians about the assessment and treatment needs of ODS 
veterans . 

The specialized needs of female ODS veterans have been 
addressed programmatically in the new specialized women's PTSD 
programs (e.g., the women's inpatient unit at the Menlo Park 
division of VAMC Palo Alto} and by the National Center's new 
Women's Health Sciences Division. 
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Pursuant to Public Law 102-40S, VA Social Work Service has 
created a Persian Gulf War Family Support Program, to provide 
marriage and family counseling to veterans who saw active duty 
in the Gulf War (including guardsmen and reservists) and their 
spouses and children. VA is also collaborating with the 
Department of Defense in a study of war-trauma-related 
problems of Gulf veterans and their families in Pennsylvania 
and Hawaii. Mental Health and Behavioral Sciences Service and 
Readjustment Counseling Service are continuing their surveys 
and clinical services to Gulf veterans. 

The information cited by Congressman Evans was circulated to 
all VAMCs and also to DOD. Dr. Robert Ursano of DOD was a 
member of the committee that created the reports on Persian 
Gulf veterans and included the information in his report on 
the Gulf War to DOD. 


Question 14: How many Persian Gulf War veterans have experienced 

readjustment problems and how many are experiencing 
readjustment problems now? 

How many Persian Gulf War theatre veterans have experienced 
readjustment problems severe enough to have interfered with 
resumption of their pre-war life style? 

What role, if any, does age play in the occurrence or 
intensity of PTSD? 

Answer: The findings of Dr. Jessica Wolfe's study, which includes data 

from over 2,000 Gulf War veterans, suggest that 18 months 
after returning to the U.S., 9.4 percent of men and 19.8 
percent of women had PTSD. Almost 30 percent of men and 41.3 
percent of women reported negative change in their physical 
health after serving in the Gulf. 

Almost 12 percent reported a high level of post-war 
unemployment problems, 17.3 percent left a job or were fired, 
and 3.4 percent were demoted. In addition, some veterans have 
reported a high level of post-war problems in financial (18.3 
percent), residential (4.5 percent) and marital(5.3 percent) 
domains . 

At 18 months, 4.3 percent of male veterans and 10.2 percent of 
female veterans had PTSD severe enough that it was likely to 
interfere with resumption of the pre-war life style. Of these 
individuals, 74.3 percent of men and 93.3 percent of women 
reported a post-war decline in physical health. 

We are unaware of data on the influence of age on post-war 
adjustment in ODS veterans. However, one might expect that 
post-war problems would be relatively greater in younger than 
in older veterans. For veterans of the Vietnam War, age of 
Vietnam service was inversely related to the likelihood of 
post-war PTSD. 


Question 15: Stress has been reported as a possible cause of some health 

problems reported by Persian War veterans. 

Has stress possibly been substituted as a diagnosis when the 
cause is unknown? 

Answer: A Persian Gulf Expert Scientific Panel was convened by 

Dr. Susan Mather, ACHD for Environmental Medicine and Public 
Health, to address questions regarding the health of Persian 
Gulf veterans, with special attention to complaints about 
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Multiple Chemical Sensitivities <MCS) and to data regarding 
PTSD and other psychological symptoms of distress. Dr. 

Wolfe's data suggests that there is only partial overlap 
between those Gulf veterans who report the generalized 
symptoms (e.g., fatigue, headaches, etc.) that have been 
associated with possible MCS and those reporting PTSD 
symptoms. Also, the physical problems most commonly 
associated with PTSD (e.g., cardiovascular hyper-reactivity) 
are not prominent among the eymptoma of those veterans without 
PTSD symptoms. Therefore, it is unlikely that stress has been 
substituted as a diagnosis when the cause is unknown. 


Question 16: What actions has VA taken to inform servicemembers and their 

dependents about the Persian Gulf War Family Support Program 
and the services it provides? 

Answer: Effective outreach to potential Persian Gulf Family Support 

Program (PGFSP) clients was planned as a primary activity, 
especially during the first phases of program implementation. 
Outreach efforts are an important aspect of social work 
practice, in general, but particularly among populations who 
might not be familiar with systems or services available to 
them, as in the case of reservists and family members of 
veterans. Because of the diversity of the population intended 
to receive PGFSP services, outreach through traditional and 
non-traditional means was stressed. Outreach efforts are 
concentrated on two target populations — veterans and their 
families. In compliance with the legislative mandate, family 
support groups and community networks have been contacted to 
assure that all eligible veterans and family members ere aware 
of the availability of PGFSP services. Briefings have been 
presented to reserve and national guard units that had 
personnel activated during the Persian Gulf War period, during 
which program coordinators and staff members describe the 
PGFSP and the types of problems that some veterans and their 
families have experienced during or following the war. During 
these presentations veterans and their family members are 
encouraged to contact PGFSP etaff members if they have 
concerns that can be addressed by the program. 

Outreach efforts at briefings include the collection of 
information from veterans in attendance, to expedite their 
enrollment in the progreun. This information includes: 
Application for Care (VAFlO-10, VAFIO-IOM, VAFIO-IOI), and a 
copy of the veteran's discharge orders (00214). Information 
from these forms is entered into the Decentralized Hospital 
Computer Program (DHCP) to facilitate processing in the event 
that additional medical treatment is requested. Most ongoing 
treatment cases are the result of outreach presentations made 
by the staff to military units, community family support 
groups, veterans' organizations, etc. 

Some program coordinators have found it advantageous to set up 
clinics in remote areas of their states. These have been 
useful for providing family counseling and marriage therapy to 
veterans and their faunilies for whom services would not 
otherwise be available. Case management is another program 
outreach strategy used to create a single point of entry into 
the service eyetem from which a planned sequence of procedures 
can assist clients in gaining access to services suited to 
their unique needs. 
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Program advertlaements include a public service announcement and distribution 
of brochures and posters, which were developed with the assistance of the VA 
Learning Resources center. The posters, pamphlets and PSAs were distributed 
to all VAMCs. The public service announcement was sent to local television 
stations by the Public Affairs Officers at each of the VAMCs. 

Presentations on the program have been made to representatives 
of the Veterans Service Organizations in Washington, D.C. 
Articles highlighting the program appeared in the DAV 
Magazine, July 1993 and the Rockford Magazine (Rockford, 
Illinois), February 1993. Numerous articles have appeared in 
local newspapers such as the Louisville Courier Journal 
(Louisville, Kentucky), Green Bay Press-Gazette (Green Bay, 
Wisconsin), Indianapolis Star (Indianapolis, Indiana), The 
Birmingham News (Birmingham, Alabama), Suburban Life Citizen 
(Chicago, Illinois), News-Gazette (Martinez, California), The 
Florida Times Union (Gainesville, Florida), The Columbus 
Dispatch (Columbus, Ohio), The Tennessean (Nashville, 
Tennessee), The Topeka Capital-Journal (Topeka, Kansas), El 
Especial (New York, New York) and Passaic Valley Today (New 
Jersey), among others. Social Work Staff members have been 
interviewed by local and national television news programs for 
appearances on broadcasts featuring the PGFSP including New 
England Cable News (November 11, 1992), and ABC World News 
Saturday (May 8, 1993). To date a total of 1369 outreach 
activities have occurred with approximately 48,000 persons 
attending, and a total of 72,300 public service announcements 
have been made either on TV, radio, newspaper or by other 
means. Some program coordinators have developed newsletters 
that have been mailed to all Persian Gulf veterans enrolled at 
the VAMC. These newsletters provide information about the 
Persian Gulf Registry and other topics of interest to the 
veterans and their families. 

A letter was sent to all Social Work clinicians in the Army, 
Air Force and Navy informing them of the PGFSP. Program 
pamphlets and a listing of all VA Social Work Chiefs were 
enclosed to facilitate referral for eligible servicemembers 
and their families who are being discharged from active duty 
and are in need of counseling services. 


Question 17: Can every disability or disabling condition be accurately 

diagnosed? 

Could a veteran have a service-connected disability which VA 
could not diagnose? 

Does VA recognize multiple chemical sensitivity as a 
disability? 

Answer: A VA disability determination has three components: (1) the 

determination that a disability exists (i.e., that there is 
some interference with a person's ability to perform normal 
activities) (2) the disability results from a recognized 
disease or injury and (3) the disease or injury had its origin 
in or was aggravated by military duty. 

For many disabilities, these three conditions can be met 
fairly easily. However, there are instances when there is a 
problem with one or more of the areas. Sometimes, the veteran 
has a diagnosis, but it is unclear that this disease is 
disabling. Other times, there is a clear disability, such as 
weakness and neurologic disfunction and it takes additional 
time to diagnose the causative disease, such as multiple 
sclerosis. In still other cases, there is a question about 
the diagnosis. At the current time VA does not recognize 
multiple chemical sensitivity as a bona fide medical diagnosis. 
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QUESTIONS SUBMITTED BY 
HONORABLE LANE EVANS, CHAIRMAN 
SUBCOMMITTEE ON VETERANS’ AFFAIRS 

HEALTH CONCERNS OF PERSIAN GULF WAR VETERANS 

June 9, 1993 


QUESTIONS FOR DR. WILLIAM J. REA 
PRESIDENT 

ENVIRONMENTAL HEALTH CENTER 

1. How many Persian Gulf War veterans have you examined? What health care 
problems have these veterans reported to you? What have you concluded based on 
your examination of Persian Gulf War veterans? 

a) 10 

b) fatigue, headache, muscle pain, no energy; intolerances of chemical odors, 
foods, biological inhalants, arthritis, skin turning brown, asthma, heart 
irregularity, gastrointestinal upset; malnutrition 

c) They have chemical sensitivity. 

2. How many Persian Gulf veterans have you treated? 

10 

What are the conditions for which you’ve treated Persian Gulf War veterans? 
Describe the treatment you’ve provided for these conditions. 

Described in lb above. Treatment involves avoidance of pollutants in air, food and 
water; rotary diet (less chemically contaminated food); injection therapy for food, 
biological inhalant sensitivity and some chemicals; nutritional supplementation; heat 
depuration physical therapy. 

3. What are the results of the treatment you’ve provided to Persian Gulf War 
veterans? 

Improved. 

Are the results of the treatment you’ve provided to Persian Gulf War veterans 
permanent or temporary? If temporary, how long do the beneficial results of your 
treatment last? 

They continue to improve over time. 

How much does this treatnnent cost? 

Individual — ranges from $1,000 to $100,000 (hospitalized patient) 
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4. What are the most likely causes of the proMeim reported by Gulf War veterans? 

Exposures to the fires, shells, pesticides, fuel oils, paints, bacteria, viruses, fungus 
and parasites. 

5. Are the health problems you’ve treated in Gulf War veterans communicable? 


No. 


6. Identify the available evidence which supports exposure to chemical or toxic 
substances during Gulf War service as a cause of health problems reported by Gulf 
veterans. 

Overwhelming by challenge tests and SPECT scan, computerized balance tests, 
autonomic nervous system measurements, and blood levels. 

7. Because of wartime stress are Persian Gulf veterans more likely to suffer from 
environmental illness? Describe the connection, if any, between stress and 
environmental illness. 

Yes, both stress and chemicals use the nutrient polls to cope; the same is for immune 
and detoxification systems 

8. Can multiple chemical sensitivity be successfuliy treated? How? 

Yes, see enciosed protocol. 

Identify federal government agencies which recognize multiple chemical sensitivity 
as a disability. 

Social security, HUD, EEOC, Justice DepL, EPA, Department of Education 
Is chemical sensitivity communicable? 

No. 

9. Individuals with no military service have reportedly become sensitive following 
chemical exposure. For Persian Guif War veterans, how can it be determined if 
their health care problems are related to chemical/toxic substance<s) exposure which 
occurred during military service? Which tests, if any, can accurately detect exposure 
to a particular chemical/toxic substance months or years after exposure? 

See enclosed protocol. 

How long (hours, days, weeks, etc.) after exposure, can individual exposure to 
chemical or toxic materials be accurately asscsed? 


Months to years. 
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10. What types of injections are used to reduce secondary sensitivities to food and 
biologi<^ inhalants? 

Diluted doses of foods, nmlds, pollens, terp^nes. 

11. How is a decrease in a patient’s "total load" measured? 

Decrease in total load is measured by improved immune system, vitamins, minerals, 
amino acids and a decrease in chemical blood profiles, clearing of autonomic nervous 
system by Iriscorder, SPECT scan and balance studies. 

12. How is brain spect scan made and who is qualified to diagnose a brain spect? 
Using three (3) cameras similar to a CAT scan, done by nuclear medicine specialists. 
Please describe a neurotoxic pattern on a brain spect scan. 

See attached sheet. 

13. What nutrients are needed to "fuel the detoxification system in the body” and how 
are "nutrient pools” kept full? What dose of each nutrient is needed to fuel 
detoxification? 

Vitamins - A, B, C, D, E; minerals • Magnesium, Calcium, Zinc, Selenium, 
Manganese and Copper. 

The nutrient dosage is on an individual basis. 
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A. EVALUATION OF CHEMICAL SENSrnVTTY 

1. (a) Environmentally oriented history - this history includes the 

standard medical history, with extra detail about the patient’s 
outdoor and indoor air environment, his working conditions, what 
specific tasks he performs, his diet and water sources, and his 
medication use. Special attention is given to potential 
environmental pollutants in all of these parameters as well as 
tendencies toward life-long problems, whether it be behavior or 
medical (see Appendix D). 

Appendix A, (attached) shows some of the potential Gulf War 
hazards. 

Appendix B shows a Rand questionnaire for health comparison 
and research purposes. 

Appendix C shows the Environmental Health Center patient 
intake questionnaire. 

(b) Physical exam - comprehensive (see enclosed expansion Appendix 
D) 

2. Blood analysis • (not all the following investigations are needed on 
the same patient) 

a. CBC w/differential & ESR (the WBC is frequently below 
5,000 and the RBC is often low in the chemically sensitive 
patient) 

SMAC - 40% of chemically sensitive patients have 
abnormal liver functions, usually at least one enzyme is 
elevated 

b. direct measurements of xenobiotics by AccuChem 
Laboratories, 990 N. Bowser Road, #800, Richardson, 
Texas 75081. Dr. John Laseter is the director, and is one 
of the world’s leading human pollutant chemists. We have 
over 13 years of experience correlating his laboratory tests 
with our clinical evaluation under environmentally 
controlled conditions. 


72-939 0 - 94-14 
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1. GVST • General volatile solvent test measures 
benzene, toluene, ethylbenzene, xylenes, styrene, 
trimethylbenzenes, chloroform, dichloromethane, 
1,1,1-trichIoroethane, trichloroethylene, 
tetrachloroethylene and dichlorobenzene. These are 
found in fuel oils, oil fires and degreasers, 
medication, vehicles and inerts in insecticides and 
other sources. 

2. HSST • Hydrocarbon solvent screening test, consists 
of measuring levels of aliphatics of several types, 
including cyclohexane, 2,2-dimethylbutane, 2- 
methylpentane, 3-methylpentane, n-hexane, n- 
pentane, cydopentane, n-heptane. These are found 
in fuel, fud oil exhausts, fires, vehides and inerts in 
insectiddes and other sources. 

3. CPST - chlorinated pesticides screening test - The 
Saudis apparently sprayed weekly in tents. We 
don’t know which insecticides were used. If they 
were organophosp hates, they would not be 
measurable now; if chlorinated, they would still be 
present, including DDT, cblordanes, 
hexachlorobenzenes, Dieldrin, aldrin, and endrin. 
These could be in stored blankets and materials, 
also. (We have had reports of such cases.) 

4. PCBs - These can leak from electrical transformers 
and other sources 

5. Pentachlorophenols - These were used previously for 
wood and leather treatment as well as for material 
preservation. 

6. Phthalates • These substances are found in any 
plastic containers for water and food and leak into 
the contents. 

3. Antipollutant enzymes - Glutathione peroxidase is dependent upon 
selenium, and sulfiir amino adds; suneroxide dismutase upon 
manganese, copper and zinc; catalase upon iron. These all may 
be induced by chemical exposure, in which case they may be 
elevated. With a large chemical exposure or if the patients 
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develop chemical sensitivity which becomes severe, these levels are 
usually depressed. We use Monroe Medical Research Laboratory, 
Route 17, P.O. Box I, Southfields, New York 10975. 

4. Nutrient profiles are extremely important, since chemical overload 
results in further disturbance of orderly nutrient metabolism 
which may be initiated by poor food (such as rations wrapped in 
plastic which leak in the heat and by unpalatable c. rations.) 
Chemical disturbance of the GI tract occurs by the ingestion of 
water contaminated by phtbalates leaked from plastic containers, 
other toxics, and food contaminated with pesticides and herbicides 
as well as combustion materials from oil well fires and smoke. All 
may induce the malabsorption of nutrients from the gut. 
Gastrointestinal flora is disturbed and competitive inhibition of 
nutrient absorption occurs with the xenobiotic contaminated foods. 
Nutrient transport across membranes may be disturbed since most 
of the toxics are lipophilic and attack and disturb cell membrane 
function. Overutilization of nutrients occurs due to the 
hypermetabolism, associated with the body’s attempts to cope with 
excess intake of xenobiotics. Finally renal leaks occur for 
vitamins, minerals and amino acids, in that many xenobiotics may 
inhibit reabsorption in the kidney. Some xenobiotics also act like 
diuretics. Both excess and deficient nutrients occur related to cell 
membrane damage. 

5. Vitamins - assessment is important as pollutant load greatly 
stresses and reduces avmlable stores. 

60% of chemically sensitive are deficient; 

26% are deficient in B^; 

35% are deficient in B^, 

21 % are deficient in B 3 ; 

15% are deficient in Bu; 

28% are deficient in C; 

15% are deBdent in D; 

15% have excess D; 

15% are deficient in A; 

Therefore evaluation of these vitamin levels is essential for long 
term treatment. 


6 . Intracellular minerals • due to pollutant>derived membrane 
damage, intracellular minerals may frequently be either deficient 
or in excess. These two conditions can occur in the same 
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individual for different nutrients. Serum levels of minerals are of 
little value when studying the chemically sensitive patient. 

In a study at the Environmental Health Center • Dallas (EHC-D), 
the number of high levels of intracellular minerals averaged 3.25 
per patient versus .53 per control (p <.027) while the number of 
minerals in the patient group that were low was 2.25 per patient 
versus .73 per control (p<.001.) For this analysis, we use Doctor’s 
Data, 30 W. 101 Roosevelt Road, P. O. Box 111, W. Chicago, 
DUnois 60185-9986. 

7. Amino adds • Amino add abnormalities are abundant in the 
chemically sensitive, and may be found in excess or defldent The 
dinidan must realize that they are not only necessary for building 
blocks of proteins, immunoglobulins, vasoactive and 
neurotransmitter substances, etc., but are also essential for 
detoxification and detoxication. Therefore the sulfur amino adds 
such as cystine, cystdne, taurine, methionine and glutathione are 
paramount in dearing xenobiotics from the body. Inhibition of 
methylation appears to be the number one defect in xenobiotic 
metabolism in the chemically sensitive. However, any of the other 
major xenobiotic conjugation systems such as acetylation, 
acylation, sulfonation and gluconation may be involved and 
functioning poorly in the chemically sensitive. Each has to be 
evaluated carefully by blood and urine amino acid analysis. Dr. 
Jon Pangbom is head of Bionostics, a division of Doctor’s Data of 
Chicago and is the man with the most experience in evaluating 
this data. 

8. Fatty add analysis is performed by Monroe Medical Research 
Laboratory and can be used for devising treatment for the 
chemically sensitive if abnormal. 

B. CHALLENGE TESTING FOR DIAGNOSIS 

1. Challenge tests - These tests are the cornerstone for the diagnosis 
of chemical sensitivity, as they can prove direct cause and effect 
between a low-dose exposure and subsequent symptoms and signs, 
espedally if done with a double-blind placebo controlled 
methodology. However, these must be performed in a meticulous 
manner and under rigid environmentally controlled conditions so 
that the pollutant load is decreased after the patient is deadapted. 
Here cause and effect can be proven once the patient reaches the 
baseline state. 
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Attached are exhibits which describe the specially constructed 
controlled environments. These will have to be constructed with 
meticulous detail so as to minimize both particulate and 
outgassing contamination. Once this is accomplished and less 
polluted environments are proven by proper analytical air analysis 
using gas chromatography, mass spectrometer and particulate 
counts as well as sensitive human monitors, challenges can be 
commenced. However, all personnel and the veteran to be 
challenged will have to be devoid of perfume, cigarette smoke, 
deodorants, polyesters, etc. (These will have to be trained in 
detail. Each mode of challenge will be described.) 

a. oral - Here the patient is allowed to eat one less chemically 
contaminated organic food at a time. Four hours must 
elapse before the next challenge. A challenge on another 
day can be used once the less contaminated food is proven 
safe. This time the same food is purchased from the 
commercial market where it has been contaminated with 
additives, preservatives, herbicides and pesticides. This 
challenge will evaluate the sensitivity to ingested chemicals. 
We have performed 50,000 oral challenges over the last 20 
years. Water is challenged for contaminate sensitivity but 
no food can be eaten for four hours. 

A second technique may be used where a graduated dose 
of 1/5 dQutions of the food or chemical can be placed under 
the tongue and observed for a reaction. 

b. intradermal challenge • .05 cc of desired dilution (1/5) of 
the chemical can be injected. Measurement of wheal 
growth and observation for production of signs and 
symptoms can be evaluated. We have performed over 
1,000,000 challenges by this method. 

c. inhaled challenge - Ambient doses of inhaled chemicals for 
challenges can be performed after the patients total body 
load is decreased, his metabolic systems are deadapted and 
he is in the basal state either asymptonuitic or has a few 
stable symptoms. Any chemical can be used, however, our 
standard protocol has used chlorine at <0J33 ppm, 
formaldehyde <0.20 ppm, petroleum derived alcohol 
(ethanol) <0.50 ppm, pesticide 2,4 DNP, or chloropyrophos 
<0.0034 ppm, phenol < 0.0020 ppm, toluene ambient dose 
and 14,1 trichloroethane ambient as well as many blanks. 
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We have now performed in excess of 30,000 inhaled double 
blind challenges at the EHC-D. 

C. TREATMENT OF CHEMICAL SENSITIVITY 

1. Massive avoidance of pollutants in 

a. Air 


1. Outside air - Getting less polluted outside air is 
difficult at times. Its acquisition depends on the 
location that the individual is on earth (western U.S. 
better; high is better than low; ranch better than 
farm because of insecticides; outside the dty is 
better) 

2. Indoor air • Each patient has to develop one oasis 
room at home with no carpet, no foam mattress or 
water bed, no dry cleaning, etc. This area is the 
most important in the patient’s life because of being 
in it at least eight hours per day for sleep. 

b. Water - We now drink the waste water from the 
town upstream. Less polluted water is needed. 
This can be obtained by using specially designed 
ceramic carbon filters, spring water in glass, (not 
plastic bottles) or distilled. 

c. Food - It is necessary to use less chemically 
contaminated organic foods that are grown in the 
relative absence of pesticides, herbicides, and 
artindai fertilizer with no additives or 
preservatives in them. 

Doing these meticulous and massive avoidance 
techniques will decrease the total body load and 
often allow recovery. 

2. Injection therapy * 80% of the chemically sensitive develop 
secondary food, biological inhalant (pollen, mold, terpenes, 
dust, et& sensitivity. These may then act as a primary 
trigger that will propagate the sensitivity. Therefore, they 
must be treated by injections that will neutralize their 
reactions. Often these injections will be needed daily, every 
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other day or every four days depending upon the severity. 
Injections may well clear the patient rendering the need for 
future treatment unnecessary. The use of the lesser toxic 
chemicals such as ethanol, perfume, newsprint, orris root, 
etc. will often help. There is the toxic, the pharmacological 
and immune aspects to consider. 

3. Nutrition - Replacement, supplementation and balance of 
the disturbed nutrient is necessary to allow the immune 
and non immune detoxification systems to work optimally 
in order to combat the xenobiotics. Since there is 
membrane damage excess and deficiency my occur. 
Usually they are both present in the average to severe 
chemically sensitive. Each will be discussed separately. 
Oxygen and alkali salts are ^ven freely to prevent 
vasospasms and acidosis. The detoxification systems 
usually operate better with oxygen and alkaline pH. 

a. Vitamins 

Vitamin A in the form of B-Carotene is often necessary 
because of the liver involvement with detoxifying 
xenobiotics. Those who are especially exposed to 
pesticides may need anywhere from 10,000 to 25,000 lU 
daily. 

B vitamins of all classes need to be supplemented daily. 
They should be preservative and yeast free. Since the 
majority of the chemically sensitive are deficient in B 
vitamins, these are necessary. They are the most 
difficult to tolerate by the chemically sensitive. These 
will fuel the cytochrome P-450, alcohol and xenobiotic 
detoxification systems. 

Vitamin C in the doses of 6,000 to 20,000 mgm will be 
needed daily as a free radical scavenger and an anti 
oxidant 

Vitamin D is needed in the 15%, that are deficient 
Sunlight exposure is often enough. However at times 
supplementation with D 3 is necessary. 

Vitamin E • This strong cellular antioxidant is needed 
to prevent further pollutant triggered lipid perioxidation. 
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Specific dosing schedules must be individualized, some 
will need parenteral because oral won’t be absorbed or 
leaks from the kidney too fast 

b. Minerals • Usually oral supplementation can be given 
using 1*3 capsules containing 1,000 mgm caldum 
citrate, 500 mgm magnesium aspartate, 30 mgm of zinc 
oratate, 2 mgm copper gluconate, selenium (200 mgm of 
seleno methionine, chromium 200 mg and molybdenum 
500 mgm, manganese gluconate 10 mgm. 

Again, all minerals must be individualized and 
parenteral administration may need to be given initially. 

c. Amino adds • Depending on the nutritional status, the 
blood and urine analysis, protein and amino add 
supplementation may be needed. These 
supplementations should be balanced and caution taken 
in that the chemically sensitive often react to the source 
such as the beef, com, or soya. 

Anti xenobiotic amino acids such as taurine 2 gm/day, 
glutathione 600 mgm daily, methione 2 gm/day and/or 
cysteine 2 mgm/day will be needed depending on which 
amino add detoxification pathways are malfunctioning. 
Often these have to be given intravenously initially. 

d. Fatty add to support membrane integrity may be given 
in the form of linseed oQ, 1 tsp. 3 times a day and 
primrose oil, 1 capsule 3 times a day. They will 
overcome the delta three and delta six desaturase 
injuries. 

e. Enzymes • Digestive enzymes may be needed on those 
individuals who bloat. These will have to be titrated 
with varying oral doses in depending on the tone of food 
intake. 

4. Heat depuration physical therapy • This process involves 
placing the patient in specially designed ceramic heat 
chambers (with decontaminated grout using electric heat 
units, massage and exercise under environmentally 
controlled conifitions. Heat increases metabolism with 
mobilization of xenobiotics from their cell membrane stores 
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resulting in more liver detoxification. Also elimination 
occurs through increased sweat and sebum. The exercise 
under less polluted conditions allows for mobilization of 
xenobiotics stored in fascia and muscle as does the 
massage. This process has to be done precisely and under 
medical supervision. 

5. Tolerance moderators • once the patient is detoxified and 
his nutrients are replaced, be occasionally will not improve. 
We have found that immune modulators such as transfer 
factor will often give them a "jump start" and allow their 
system to function properly. 
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Edward S. Hyman, M.D., F.A.C.P. 
3525 Prytania Street. Suite 220 
New Orleans, LA 70115 

July 15, 1993 


Congressman Lane Evans 

Chairman, Subcommittee on Oversight and Investigations 

Committee on ^teran's AIMrs 

U.S. House of Representatives 

335 Cannon House Office Building 

'^^hington, D.C. 20515 

Dear Congressman Evans: 

In response to your written questions and those of Congressman Bachus, I submit the 
following in the format you requested. 

To Congressman Evans: 

1 . Q. How many Persian Gulf Nfetoans have you examined? 

A. I have physically examined only the 7 veterans that I have treated. 1 have examined the 
urines of many others. 

Q. What healtii problems have the veterans rqxirted to you? 

A. Their medical problems vary. My information is from a much smaller sampling than 
the VA, but it is compatible. The VA and the military have spent millions of tax-payers 
dollars collecting this information in registries, individual patient visits, hospitalizations, 
etc. 

Q. What have you concluded based on your examination of Persian Gulf veterans? 

A. I have concluded that the veterans that I have seen suffer from the bacterial infection 
that [ have found, and that thdr improvement foHoiml the treatment for that infection. 

2. Q. How many Persian Gulf v^ans have you treated? 

A. 7 veterans and 2 wives. Four veterans are nearly completely restored, 2 recently dis- 
charged from the hospital continue to improve. One (#4) is diMcult to manage at a dis- 
tance. He has severe localized infection and lung impairment, and his improvement is very 
slow but definite. One wife is well and the other is improving. 

Q. What are the conditions for which you’ve treated Persian Gulf Vfyi veterans? 

A. See above. 

Q. Describe the treatment you've provided for these conditions. 

A. I have given adequate doses of antibiotics as I have done successfully in civilian life. In 
order to assure safety, I have started with intravenous antibiotics in a hospital. I track the 
bacteria in the urine closely, and I modify the treatment until the bacteria respond. 

3. Q. What are the results of the treatment you've provided to Persian Gulf veterans? 

A. Results: 100% have improved Parting in the hospital . Four of seven (#'s 1, 2, 3, and 
5) are in what appears to be a full remission from the Persian Gulf disease. Numbers 6 
and 7 are recently out of the hospital and are continuing to recover. Number 6 will prob- 
ably fully recover in a few months, but if 7 has demonstrable brain damage and his slow 
recovery may never be complete. Number 4 is severely scarred and continues to recover 
slowly at 2 months. He had a predictable setback traveling 900 miles home by bus, and 
had another setback traveling *1000 miles* by surface from one VA facility to another after 
arriving home. Several, including 04, have had financial difficulty buying medicines after 
discharge. One wife is well, the (^cr is recently discharged. She is improve, but not yet 
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well. Her husband is bankrupt, and they have difficulty buying medicine. 

Q. Are the results of the treatment you’ve provided to Persian Gulf War veterans perma- 
nent or temporary? If temporary, how long do the beneficial results of your treatment last? 

A. I can only extrapolate from my civilian experience. THE LONGER THE ILLNESS 
GOES UNTREATED, THE HARDER IT IS TO ELIMINATE. I believe that the first 
three veterans I have treated have almost fully recovered in four or more months, but 
prudence requires continued medicines and observation. (One of them has had an unrelated 
"coronary" due to coronary artery disease which was serious before he went to the Persian 
Gulf. He was promptly and expertly treated in Birmingham with excellent results) There 
is a good chance that those three plus #5 will be permanently remedied, but I cannot pre- 
dict with any accuracy in individual cases in a new group of patients. In civilian practice, 
some are permanently recovered, others return in a few years, and a few have required 
continued, periodic treatment. Veteran #4 is improved and will get more improvement, but 
he needs further intense care. Veterans #'s 6 and 7 are out of the hospital only a few 
weeks. Number 6 will probably have a permanent resolution. Number 7 has been down 
for more than 2 years and has brain damage. He continues to improve slowly, and I can 
only hope that he will have sufficient recovery to "bypass" the brain damage. 

Q. How much does this treatment cost? 

A. In the cases I have treated, the hospital cost has been about $18,000. This does not 
include any fee for physician services or for follow-up costs. That cost is less than their 
expenditure prior to my treatment. They have been attended in Bethesda, Walter Reed, 
other Army and Navy facilities, VA facilities, and civilian hospitals. They have been 
hospitalized for longer periods than they were here. One (#3) spent 12 days here for 
successful treatment, and has subsequently spent 12 days in the VA "Center of Excellence" 
in Houston with no treatment and with minimal study. No one of them has had any benefit 
from prior treatment. One cited an expenditure of $200,000 prior to coming here. The 
bulk of the hospital cost has been assigned to medicines, but that assignment is entirely 
arbitrary. From study of these 7 veterans, I believe that they should be hospitalized for 3 
weeks instead of 12 to 17 days. After returning home, medicines have cost them about 
$250 per month, and in only one instance has the VA cooperated to fill prescriptions. I 
have not asked for a fee from any of them, even for the post-hospitalization care. I cannot 
do that indefinitely. I have no subsidy, There is no doubt that the cost would be signifi- 
cantly reduced in an organized program. I have prepared a proposal to establish the basis 
for the extension of my work to this Desert Storm Illness, and in it is the beginnings of 
such an organization. 

4. Q. What are the likely causes of the problems reported by Gulf Veterans? 

A, The single likely proximate cause is a bacterial infection as stated. 

5. Q. Are the health problems you've treated in Gulf War veterans communicable? See also 
question #8. 

A. Quite likely! Any bacterial infection is communicable. In one Seabee unit close to 
10% came down, and 4 wives who have complained of the sickness have positive urines. I 
have successfully treated 2 of that 4. 

6. Q. According to your testimony, you have also treated patients with no military service. 
Can you determine if the condition you are treating in Gulf veterans was incurred or 
aggravated during military service? How? 

A. The strongest evidence for a connection with the Persian Gulf is the cluster of 
cases in the veterans and in a few civilians who were also there. About 10% of one Seabee 
unit came down. Some servicemen and servicewomen came down with the illness while 
there. Others suffered soon afterwards. I believe that the illness has spread to wives and 
even to children. This also speaks of contagion. I believe that the servicemen picked up 
strange bacteria while there, and that it can be communicated to others. The origin of the 
bacteria is speculative. The bacteria could be a spontaneous variant of an ordinary germ, 
but, as ! pointed out on June 9, such bacteria can bt essentially created. 

7. Q. Please explain why you agree or disagree with Dr. Hinshaw's statement that the mys- 
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terious illness afflicting Persian Gulf veterans is multiple chemical sensitivity which has 
been induced or triggered by exposure to hydrocarbon compounds derived from petrochem- 
icals. 


A. I do not remember all of his testimony, I am not well informed on that line of thought, 
and I am not particularly concerned with his hypothesis, but I will try to explain my 
comments on June 9, and I enclose a paper and an editorial in the latest ANNALS OF 
INTERNAL MEDICINE on the subject (APPE^IDIX A). I recommend that you and 
your committee read it (at least the editorial and the summary of the paper). 

First, petrochemical workers around here do not get an illness like the Persian Gulf 
sickness. Moreover, if it were a sequd of petrochemical exposure, that illness would not 
spread to wives and children who have not been exposed to petrochemicals. Nor would 
the disease remit on antibiotics. 

Environmental Illness . Several have claimed that some environmental exposure had 
sensitized the victims, and they are now sensitive to the environmental factors. My first 
patient, Chief Tom Lane who testified on June 9, told me that he was tested and was found 
positive for environmental illness after he was treated bv me. after he became essentially 
well, and after he had resumed full activity and full living . He said that he had positive 
skin tests to various agents, among which are ethyl alcohol and formaldehyde. {Any live 
animal will get a reaction to these chemicals injected beneath the skin). Whatever tests 
they perform, Chief Lane is handling the finding well and in good health. If he is "envi- 
ronmentally sensitive", then it is not bothering him as he is exposed to the full environment 
daily. {Prior to treatment he could not function mentally. He had been seen at Bethesda 
Naval Hospital by the chief of iff ectious disease and elsewhere by several Vi physicians. 
His boss at the "Rnnessee \bJley Authority had written him reprimands on his poor mental 
performance and had reduced to pay because of his mental dysfunction. He also had pain 
in his left hip which limited him to wobbling less than one block, he had skin lesions, etc. 
You have seen video recordings of him supplied by Brian Cabell of CNN) With his permis- 
sion, I attach his letter to me (APPENDIX B) after treatment and after he had served two 
weeks of active duty at Camp LeJeune. Another of my patients (Captain Hollingsworth 
who also testified on June 9) was exposed to smoke of the burning oil "so thick that I could 
not see my hand in front of my face", yet he too responded to antibiotic treatment like the 
others. 

I do not remember whether it was Dr. Hinshaw who spoke about the methyl-pentanes 
or about the hexa-methylene di-isocyanates, so I will comment on both. 

The iso-hexanes f2-methvl pentane and 3-methyI pentanei are light petroleum fractions 
which are relatively harmless. I keep a bottle of them in my bathroom as a solvent. In 
very high concentrations they are ane^^cs. They are normal components of commercial 
gasoline in a cold climate (because the lighter fractions of petroleum are needed to start 
your car). You have smelled them. If inhaled while ftlling your gasoline tank, these vola- 
tile hydrocarbons will be quickly blown off as you breathe. Hydrocarbons are poor aller- 
gens. ^^fere the iso-hexanes serious toxins or allerg^s, it is unlikely that they can persist 
in the blood long enough to cause illness, much less a prolonged illness. A higher, less 
volatile hydrocarbon is mineral oil, and even higher is paraffin. Inhalation of mineral oil 
causes lipoid pneumonia and scarring visible in an X-Ray. 

Hexa-methvlene di-isoevanate (HDI or HMDI) was implicated among those who spray- 
painted U.S. tanks with a polyurethane paint. HDI is a straight hexane (6 carbon) chain 
with an isocyanate group (-NCO) on each end. It is used to react with another chemical (a 
polyalcohol) to form polyurethane. HDI's toxicity is identical with that of toluene di- 
isocyanate TDI), an alternate chemical used to form polyurethane. One or the other is 
present in every can of urethane paint or varnish in every hardware store. I am fully famil- 
iar with the toxicity of di-isocyana^ because by chance 1 have attended several victims 
exposed to toluene dt-isocyanate while they were working in a plant on the Mississippi 
River where that chemical is manufactured, and because I have reviewed the world’s litera- 
ture on the subject. The di-isocyanates differ from the methyl isocyanate of the Bhopal 
disaster only in that each molecule has two isocyanates ("di-") instead of one. In low, long 
lasting exposure, the di-isocyanates cause asthma, bronchitis, and scarring of the lung. In 
massive doses of sbent duration, they cause a chemical pneumonia. Twenty four cases of 
di-isocyanate pneumonia are reported in the woiid's literature, and 1 would be happy to 
supply the references. One case in the Danish literature is directly appropriate. In that 
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report, a worker spray-painted the inside of the hull of a ship without using his positive 
pressure mask and wi^out ventilation. He became short of breath, his blood oxygen was 
low. He was quickly treated with "cortisone" and an antibiotic for his pneumonia. He 
recovered. He had no sequellae. {Boll, KL, and Eriksen, J. Toksisk interstitiel pneumoni 
fremkaldt af diisocyanat. (Toxic imerstitial pneumonia caused by diisocyanate]. UGESK- 
RIFT FOR LARGER (Darush). 19S8 Oct 3. 150(40). P 2405. ) Repeated large exposures 
of isocyanates will cause cumulative lung scarring. I believe that I have studied one death 
from toluene di-isocyanate. The illness resulting from di-isocyanates does not resemble the 
Desert Storm Illness . 

Reverse isolation , or enclosure within a plastic bubble, is the extreme measure used to pro- 
tect the "environmentally ill". It is expensive and it does not restore a person to a normal 
life or to military service. I have examined the urine of one patient living in a bubble. It 
was full of the bacteria 1 seek. I can only wonder whether elimination of the bacteria 
would set him free. Victims less ill are taught to avoid all sorts of environmental factors. 
To my knowledge, my 9 patients are the only ones who have improved, and among them 
are the only ones restored to a full life, free in the world full of environmental factors. 

Finally, althou^ I am not very familiar with the teachings the environmental- 
ists, and I am not able to believe the few bits of information that I have heard on 
Environmental IHaess, I enclose a photocopy of an article (APPENDIX A) in the most 
recent issue of the Annals of Internal Medicine {Simon, GE, Daniell, W, Stockbridge, 
H, et aL Immunologic, Psychological, and Neuropsychological Factors in Multiple 
Chemical Sensitivity. A Controlled Study. Annals of Internal Medicine 1993;119:97- 
103) and of the accompanying editorial {Terr, AI. Multiple Chemical Sensitivities. 
Editorial, Ann Intern Med I993;119:163~4,). These scientists are far more familiar 
with the subject than I, but my understanding of the problem is clearly stated in the 
editorial. 

8. Q, Is the condition you’ve treated in Persian Gulf Vhtr veterans the same condition you've 
treated in individuals with no military service? 

A, As best I can tell, yes. The strange thing about the Persian Gulf War veterans is the 
numbers, the concentration, and the timing of onset. I believe that there is a localizing 
factor such as a mutant germ or mutant set of germs, either a natural mutant or a germ that 
has been educated. 1 find no evidence that any agent has compromised the victim's immune 
system to weaken them to the bacteria, and if so, that agent would have to be transmitted to 
wives. 

Q. Is the conditi(Mi you're treating communicable? 

A. Quite likely. Any bacterial infection is communicable, and I believe that this illn^s has 
been communicated to wives and children. I seriously doubt that the transmission is sexu- 
al. It is probably inhaled as an aerosol (e.g., in coughing or sneezing) like most strepto- 
coccal infections, or passed on to wives by kissing. 

9. Q. Before prescribing treatment, have you made a diagnosis for each veteran? 

A. Yes. I do not treat anyone without a diagnosis except in a dire emergency. In this 
case I have examined urines, I have reviewed prior medical records (from Walter Reed, 
Bethesda, VA facilities, etc.), and I have found evidmce of this illness on personal exami- 
nation before I have accepted any veteran for treatment. 

Q. What diagnosis have you made for these veterans? 

A. As I explained in my written and oral testimony, there is no listed diagnosis to use. 
Indeed this is why the disease is so strange to so many doctors, but the mechanism was 
known to doctors a generaticm ago, and it is still valid. I have b^un to call it SYSTEMIC 
COCCAL DISEASE, and others around me have called it HYMAN'S DISEASE. For 
coding purposes 1 use the nearest code, that for a urinary tract infection (UTI), although I 
know that the bacterial invasimi is not localized to the kidney or to the urinary tract. This 
is the fault of a rigid code. There is a need to upgrade it. 
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QUESTIONS SUBMITTED BY CONGRESSMAN BACKUS 

I will answer the questions starting with numbers 1 0 and 1 1 because 
the subject of those questions is the core of subsequent questions. 

10. Q. Are you willing to share your findings and treatment methodologies with physicians at 
the Department of Veterans Affairs or at the Department of Defense? Why or why not? 

A, Of course I am_more than willing to share such information, and 1 have been all along. 

but this question, massed through Congressman Bachus., raises mor^ serious questions. 

Does this question imply that I intend to treat 3.000 veterans one at a time, single handed? 


I entered and persisted in this Desert Storm Illness in order to end the mystery and the 
problem. I personally felt badly that those who had honorably served our country were 
suffering unnecessarily, and it was not the fault of those physicians who were trying. I 
thought that the problem was a defect in medical teaching which started in the 1956 and has 
since become "carved in stone". I thought I understood the illness based on my 30 years of 
work. Now that I have treated 7 veterans and 2 wives Pro Bono without a failure, i 
am even more confident that I can show the way to solve most or all of the problem of the 
Desert Storm Illness. In spite of all the concurrently proposed hypotheses on the cause of 
the Desert Storm Illness (psychologic, environmental, uranium, chemical warfare, etc.) , I 
believe that my cases are the only successfully treated veterans. These same veterans had 
been unsuccessfully treated elsewhere, including Bethesda Naval Hospital, Walter Reed, 
and one of the VA's "Centers of Excellence". 

The real question is whether the VA and/or the POD is willing to work with an outsid- 
er (I too am a veteranU For a year they have been less than cooperative. The VA: 
Following Senator Shelby's visit to the VA, I had a 65 minute conversation with Dr. Susan 
Mather of the VA. I told her what I was doing, why it did not appear in the standard 
texts, and why I was not misled. I gave her references to the world's literature as I went 
along. I also told her that 1 am very busy with my academic work and with my practice of 
medicine which is necessary to support my family and my academic pursuits. The conver- 
sation ended with a verbal agreement that we could work something out. Unfortunately, 
with no further exchange of words or letters, 1 and my ethics were publicly defamed by 
name. 1 have no reason to believe that she bothered to read the references. The defama- 
tion from the VA was traced to her statement within the VA that I would not tell her any- 
thing. It may be true that she did not understand what I told her, but I tried and she act^ 
like she understood. The DOD: Similarly, Col. Arlene Zalozmc, M.D., called me from 
the Office of the Surgeon General of the Army. I gave her the same information that I 
gave to Dr. Mather. Again, there is no reason to believe that she read the references that I 
gave her. Yesterday my patient relayed to me a serious, unprofessional, unjustifiable, and 
libelous condemnation which had been sent to him, and which was attribute Dr. Zaloznic 
and to other military physicians who had not spoken to me, "There is no scientific merit to 
his (Pr. Hyman's) proposed treatment " . . . “However, Dr. Hyman's evaluation and treat- 
ment of the Gulf Mbr Syndrome cannot be considered good medical care by any standard of 
today's medical practice’. . . “1 cannot condone exposure of any soldier to medical care 
below accepted medical standards. Further to allow an individual with a complicated or 
poorly understood medical condition to undergo therapy of unproven, poorly documented 
benefit that may even be deleterious, risks confusing further diagnostic measures or degrad- 
ing proven therapeutic efforts’. (APPENDIX C) Before he came to New Orleans, this 
veteran (my patient who received these cruel remarks) was seen and studied in the Walter 
Reed Hospit^ where all tests failed to diagnose his illness. I diagnosed his illness prior to 
his arrival in New Orleans. He spent less time in the hospital in New Orleans than he did 
at Walter Reed, and his illness tumed-around here. He is now headed toward full recov- 
ery. Would it be within "accepted medical standards" to let him continue to decay? 

nie informalion that 1 pave to Dr. Mather and to Dr. Zaloznic was adequate for each 

of them to arrive at the conclusion that it was poor medical care, and thus to defame me. 

Now, as passed on in this Question, the same information becomes inadeouate, With the 

VA and also with the DOD. the first condemnation is incompatible with the second con- 

deniiHtion. The incidenls are unfortunate . 

On June 9, I purposely gave some of the scientific background in my written presenta- 
tion. I have sincerely tried, and I am still ready to cooperate, providing the work is well 
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done and good medical practice. The bottom line is that I have had success where those 
who condemn me have failed. Thus, the higher judge, NATURE, agrees with me, not 
with them. Unfortunately, both Drs. Mather and Zaloznic wanted the treatment reduced to 
a rigid protocol, as if a dumb computer terminal were treating the patient. After 30 years 
of work, I still cannot answer in the format they demanded, namely, "What drug, what 
dose, and for how long?" I believe that any answer to that simple "computer protocol" 
might produce a few good results but would produce a few trag^ies. That is very poor 
medical care, and I want no part of the tragedies. Also unfortunately, neither Dr. Mather 
(Public Health) nor Dr. 21aloznic (Oncology) has the background upon which to build such 
information, certainly not in 1 hour. I also spoke freely to General Blanck (Osteopathic 
Physician, Chief of Medicine at Walter Reed), to Commander Ohl (Chief of Infectious 
Disease at Bethesda Naval Hospital), and to other Army, Navy, and VA physicians. 

To my knowledge, in an 8 month effort, I have the only successful treatment. Now, 
rather than unknowledgeable condemnation, I invite their help so that this treatment can be 
extended to more veterans. Perhaps the Congress will supply support so that we can 
put the veterans' illness behind us. The longer you wait the sicker many of these veter- 
ans will become. I started one year ago. Had the VA cooperated the solution might be 
further along. I consider procrastination cruel. 

There are simple requirements that I cannot relinquish: 

1) The academic priority for my 30 years of work must remain with me . 

2) The methodology, as 1 know it or as it can be improved, must be correctly dissemi- 
nated. Dissemination should begin by personal contact on the wards and in the 
laboratory while following a few individual cases from bedside to laboratory and 
back. 

3) I must be in position to direct and supervise any provision of this form of care given 
using my technology to insure that it is given correctly and safely. 

If these conditions cannot be agreed upon, then the veterans must wait until I can pub- 
lish in the usual channels. 

I see no reason why the Veterans or the Military cannot live with those conditions. 
These requirements do not interfere with their mission. My desire is and was to help the 
veterans. I assume that their desire is the same. If successful this methodology will solve 
a large portion of your problem. I hope that the Congress will fund my proposal and let us 
get on with the help. 

11. Q. Have you submitted a research protocol, as you described in your testimony, to VA for 
approval and award? Why and why not? 

A. I said on June 9 that I was not prepared to do that, and that I would submit it to the 
Committee, not to the VA. My protocol was complete and was ready to send to Con- 
gressman Bachus as he had suggested, to me in the hallway on June 9, and ready to send to 
the Committee as several other Congressmen had suggested in the hearing. When I re- 
ceived these questions, I learned that the protocol would go to the VA instead. I confirmed 
this with Ms. Ann Patzke in Congressman Bachus's office by telephone, and I learned that 
the proposal would be sent directly to Secretary Brown. I tried in vain to contact Con- 
gressman Bachus. In the hearing on June 9, I answered that 1 could not work with the VA 
under the existing circumstances, and I specifically stated why. Secretary Brown himself 
defamed me personally and my medical activity in the Birmingham newspaper on Fd^ruary 
13, 1993, and this abuse was disseminated via E-Mail to all VA hospitals on February 17, 
and via that newspaper chain to other cities. Since then patients, and even news media, 
have brought back to me defamatory remarks from VA facilities. In letters, Secretary 
Brown's staff stated that he flatly refused to withdraw the remarks. I can live comfortably 
with the remarks themselves however disseminated. Historically, those remarks elevate me 
to the level of eminent scientists, such as Pasteur and Semmelweiss, who were similarly 
defamed while making scientific advances important for mankind. However, I am con- 
cerned about my protocol being judged by a person who has stated his prejudice so blatant- 
ly. Since I have learned that my proposal will be sent directly to the VA I will modify it 
appropriately. 
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General Blanck, D.O. (Chief of Staff at Walter Reed Hospital) telephoned me prior to 
June 9 and said that we could work together. General Blanck reaffirmed that thought in the 
hearing room on June 9, and said he would cooperate and help. I have not heard from him 
since. 

I believe that the following is fair. As stated in my proposal, I must 
expand my office and laboratory facilities to cope with the much heavier 
load which will be borne, and I must provide time and space to make it 
possible to educate and train DOD and VA personnel if they wish. Thus 
the expansion of my facilities must be left with me, and I will use the 
facilities to continue my more general studies when the Desert Storm 
problem is over. Perhaps the same DOD and VA personnel would like to 
participate in an even bigger effort with benefits to a much larger seg- 
ment of the population. 1 will discuss this as we go along. I believe that 
this approach is much more productive and much less expensive alterna- 
tive to the other proposals, and ft is the least expensive way to solve the 
country's problem. 

1. Q. What is the name of the "germ" you isolated in the urine of Desert Storm veterans? 

A. Primarily Streptococci. 

Q. Please describe it scientifically, and detail the effects it has on the human body. Is it 
known to other scientists? 

A. First, thank you. For the first time in this whole matter, someone has inferred that I 
am a scientist! 

In the above sequence, it has become clear that the subject is not known to many scien- 
tists. Its effects on the body are to produce the symptoms of the Desert Storm Illness. 
When funded I will try to define how. 

2. Q. In your testimony on page 7, you mentioned a paper you published more than a year 
ago about your method of urinalysis. What publication was it in and when? 

A. Hyman, ES. Improved Microscopic Detection of Bacteriuria. Biotechnic & Histochem- 
istry, 1992;67:1-8. I had assumed that those physicians in the Army, Navy, and VA, who 
have passed judgment on me, had already extended to me the courtesy of finding it and 
reading it. 

Q. Have you published any other papers which directly relate to the Persian Gulf Illness 
you have been treating? 

A. No, not yet. 

3. Q. In your testimony on page 7 you stated a paper of yours was recently accepted by a 
well-known international journal. What is the journal’s name and when will the paper be 
published? 

A. NEPHRON. I do not know when it will be published. I enclose a copy of the revie- 
wer’s report because it very strongly supports my comments on June 9. (APPENDIX D) 

4. Q. You state in your testimony that in regard to what you term "Desert Storm Illness, 
delegation of the diagnosis to a laboratory technician has led to serious oversight." Please 
explain to the Subcommitt^ what you mean. 

A. First read the report of the reviewer cited above (APPENDIX D). When I trained in 
Medical School and thereafter, the physician made a diagnosis on history, physical find- 
ings, accumulated knowledge, and laboratory tests. He either did the test himself or he had 
the full knowledge of the limits of the test that was done. He would often lake the problem 
to the laboratory himself and bring the result back to the patient's bedside. As a student 
and a resident I examined hundreds of urines. Now, because of the streamlining of Medi- 
cine and of l^oratory tests, I examine thousands of urines because I know that the routine 
examination is inadequate. However, almost all doctors do not examine any urine or do 
any other test. Even urologists, nephrologists (Internists who specialize in kidney disor- 
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ders), and infectious disease specialists simply send the urine (and other tests) to the labora- 
tory for a technician to examine and to report. In turn, the technician is schooled in the 
thoughts: 1) that bacteria in urine are not "significant" unless 100, (XX) colonies of bacteria 
per milliliter of urine grow from that urine (the "10^ rule"), and 2) that the "significant" 
bacteria will grow in the standard media used in the bacteriology latx>ratory. A generation 
of physicians have been taught that rule also, and they "know" that the rule is final. Thus, 
they simply send the urine to the laboratory. If the technician reports 10^ then the diagno- 
sis is a urinary tract infection. If the technician reports "no growth" or "less than 1(X),000 
per milliliter", then the clinician "knows" that the bacteria are not present or that they are 
not " significant" . In doing so they have effectively deferred die diagnosis to the technician. 

5. Q. Is there a common trend in the symptoms of the veterans you have seen? 

A. Yes. The pattern is essentially the same, and the trend is downhill. With time they get 
sicker, and permanent changes occur. See Congressman Evans's questions #1 and 5. 

Q. Have all symptoms disappeared after antibiotic treatment? 

A. For the most part, yes. Recent symptoms are likely to disappear completely. Howev- 
er, long standing lung dysfunction (with probable scarring) and dissolution of parts of the 
brain are not reversible. In those instances, the fondest hope is to interrupt the process. 


6. Q. Since you have found a "marker" in the urine of many others who did not serve in the 
Persian Gulf, can you be sure these veterans' illnesses are due to service in the Persian 
Gulf? 

A. This is about the same as Congressman Evans’s question #6. The answer is the same. 

7. Q. Is the bacterid infection you have isolated contagious? 

A. I believe it is. Please refer to Congressman Evans’s question #8. 

Q. If so, how is it transmitted? 

A. I do not know. My guess is that it is transmitted by aerosol, e.g., by sneezing, by 
witting aerosol, etc. 

8. Q. Other than antibiotics, and urine testing, what treatment is required in your treatment 
protocol? 

A. Whatever is necessary for the patient. This will vary with the individual case. No two 
patients are identical. One of the aims of my study will be to establish an algorithm. It is 
also necessary to stand-by for drug reactions. 

9. Q. What are the names of the antibiotics you prescribe? 

A. Almost any one on the market, any in the Physician’s Desk Reference (PDR). I avoid 
ones that carry a high risk, e.g., chloramphenicol because it insidiously and unpredictably 
(but rarely) causes an aplastic anemia. A few others (e.g, aminoglycosides) can cause 
kidney failure, etc. If needed, any ill effect that is reliably detected and interrupted is 
acceptable. After decades of clinical observations, I still rely on the examination of the 
urine to confirm efficacy of a drug in a given patient. 

Q. How are they administered? Does the patient require hospitalization? 

A. It is best to administer the initial doses by vein. It is safer and less painful. In order to 
get the best results, a hospital setting is advantageous for regulation of the dosage, for the 
changes in drugs and doses resulting from urine examinations done in my office across the 
street, and to observe the patients for drug reactions, etc. So far, I have put all veterans in 
the hospital. In my study it is conceivable that the hospital setting can be modified, par- 
ticularly with those less sick. When funded I would be eager to determine that. The 
implications go well beyond the Desert Storm problem. 
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EDITORIALS APPENDIX A 

Multiple Chemical Sensitivities 


^4ultipte chemical sensitivities has been proposed as a 
name of a new disease in which the affected patient has 
adverse reactions when exposed to numerous items en« 
countered under ordinary, daily conditions. The items, 
referred to as **chemicaJs,*' include organic solvents, 
pesticides, paints, new carpets, household detergents, 
new clothing, building construction materials, and many 
others. Reactions consist of subjective symptoms with* 
out accompanying physical signs or biochemical abnor^ 
malities. Patients have many and varied symptoms, but 
the ones they report most frequently include fatigue, 
malaise, headache, lack of concentration, memory loss, 
and “spaciness.*' Many of these patients report similar 
intolerances to many foods and almost all drugs. In a 
few cases, the onset of illness appears to coincide with 
a reported single high>dose exposure to a spedtic chem* 
ical, usually in the workplace. This subgroup of patients 
has been particularly perplexing to specialists in occu- 
pational medicine (1). 

Multiple chemical sensitivities was first proposed as a 
new disease in the 19S0s, at which time it was called 
“environmental illness’* (2). For many years, propo- 
nents of the existence of environmental illness, or mul- 
tiple chemical sensitivities, have theorized that the dis- 
ease results from an immunologic dysfunction caused 
by inhalation of fumes from various chemicals. The 
^emically induced toxic damage to the immune ^tem 
is postulated to then lead to “sensitivities** to other 
chemicals (3). Recently, a neurologic dysfunction the- 
ory has emerged as an alternative e3q>lanation of mul- 
tiple chemical sensitivities (4). This theory proposes 
that inhaled chemical molecules travel along the olfac- 
tory nerve to the forebrain, the l^pothalamus, and 
other parts of the limbic system. The many symptoms 
and alterations in mood and thought processes that 
these patients experience are thought to be of neuro- 
toxic origin, and reactions to other chemicals are ex- 
plained on the basis of “kindling.*’ 

The phenomenon of multiple chemical sensitivities as 
a disease has generated widespread skepticism among 
clinicians who encounter patients with this diagnosis 
(5). Seasoned internists, other primary care physicians, 
and specialists recognize in these patients an all-too- 
familiar pattern of over-utilization of medical diagnostic 
facilities because of many longstanding unexplained 
symptoms. The only thing that distingui^es environ- 
mental illness or multiple chemical sensitivities from 
this pattern is the attribution of ^mptoms to environ- 
mental exposures. 

A series of clinical investigatioiis of patients with 
multiple chemical sensitivities, including tte one by Si- 
mon and colleagues (6) in this issue Annais^ now 
provides a reasonably coherent medical picture of the 
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multiple chemical sensitivittes phenomenon. Immuno- 
logically, these patients are functionally intact (7). As a 
group they display no deficiency or excess in their abil- 
ity to mount appropriate immune responses, nor do 
they suffer an excess prevalence of unusual or oppor- 
tunistic infections, allergic reactions, autoimmune dis- 
ease, or cancer (8). 

Because of the absence of consistent physical, bio- 
chemical, or immunologic abnormalities, most studies 
have focused attention on a possible psychiatric cause. 
Althou^ selection bias and small numbers of patients 
suggest the need for some caution in interpreting these 
studies, it is clear that diagnosable psychiatric illness is 
common in patients with this disorder (9-12). Early 
studies suggested that the multiple chemical sensitivittes 
entity was merely undiagnosed somatoform illness (9, 
13). Later reports, however, documented that anxiety, 
depression, panic disorder, schizophrenia, and affective 
disorders, with or without somatization, could be diag- 
nosed in most patients (10-12). Does this mean that 
common everyday envirorunental chemicals cause a 
group of disparate mental illnesses? Probably not; psy- 
chological testing of patients with multiple chemical 
sensitivities, as reported by Simon and colleagues and 
others, reveals a substantial number with preexisting 
diagnc^able psychiatric illness. Other investigations that 
analyzed the previous medical records of these patients 
point strongly to a much higher prevalence of preexist- 
ing psychiatric illness compared with that uncovered by 
current psychological tests (14). 

The temporal association of symptoms with chemical 
exposure rests solely on patient reports. In most cases, 
awareness of an odor is the triggering factor. An odor- 
ant-induced learned response has been proposed to ac- 
count for an expanding range of chemical “sensitivi- 
ties** (IS). Thus, a pattern of increasing intolerance to 
common, familiar, and formerly innocuous environmen- 
tal exposures, coupled with the iatrogenic suggestion of 
a serious underlying lack of immunologic protection, 
readily explains the anxiety, depression, fear, and frank 
panic experienced by patients with a diagnosis of mul- 
tiple chemical sensitivities. 

The immunotoxic concept, however, can be accept- 
able to individuals with either a susceptible personaliQr 
type or a preexisting p^chiacric illness who then per- 
ceive their emdronment as physically harmful to them. 
Ibe perception is reinforced by frequent media report- 
ing of polluUoQ incidents and environmental disasters 
and 1^ inappropriate avoidance therapy prescribed by 
certain “environmental** physicians, lltese physicians 
typically recommend a varied of therapies of unproven 
worth (16, 17). Central to their goal of preventing mul- 
t4)le environmental sensitivities are chemical avoidance 
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strategies, often reaching extremes of social isolation 
and restrictive diets (18). Detoxification franchises are 
appearing that offer a program of niacin-induced flush- 
ing followed by exercise and sauna combined with high- 
dose vitamin and fatty acid ingestion promoted as a 
means of ridding the body of foreign chemicals (19). 
Vitamins, minerals, diets, intravenous gamma glt^ulin, 
and other medications are prescribed allegedly to en- 
hance immunologic function. No clinical trials assessing 
safety or efficacy exist to support these measures. In 
fact, some evidence exists that patients worsen with 
such a treatment regimen (8). Avoidance therapy, rota- 
tion diets, sauna detoxification, and various maneuvers 
to “boost” the immune system serve merely to rein- 
foFM a counterproductive behavior pattern. 

Investigation of multiple chemical sensitivities by 
proven methods of clinical science is a daunting endeavor. 
Qearly, more work needs to be done, but the existing 
data provide clinicians with a reasonable framework for 
dealing with these challenging patients who are disabled 
by factors that cause them no physical illness or physio- 
logic impairment. The task is made all the more difficult 
by their mistrust of and hostility toward the medical pro- 
fession in general. It is not necessary to offer advice to 
treat patients with multiple chemical sensitivities with 
sympathy and understanding, because compassion and re- 
spect should not be withheld from any class of patients. 
Scheduling regular visits, making extra time available for 
these visits, and establishing short-term, modest, work- 
able goals aimed at reducing disability rather than focusing 
on specific symptoms is helpful. The temptation to order 
still another test when the “going is rough” should be 
resisted. Antidepressant medication and psychotherapy 
are rational approaches to current depression and anxiety, 
although these patients usually r^ect psychiatric interven- 
tion, which they often express in symptomatic intolerance 
to even low doses of antidepressant medications. Beyond 
these general suggestions, firm recommendations for spe- 
cific treatment modalities must await results of definitive 
clinical trials. Based on the current knowledge of multiple 
chenucat sensitivities, behavior modification therapy 
seems to be a good place to start. 

Abba /. Terr, MD 

Stanford University Medical Center 

Stanford, CA 94305 
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Factors in Multiple Chemical Sensitivity 
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Keith Qaypoole, PhD; and Linda Rosenstock, MD, MPH 


■ Objective: To examine the role of immunologic, 
psychological, and neuropsychological factors In mul* 
tlple chemical sensitivity. 

■ Design: Case>control comparison. 

■ Setting: Community allergy practice (cases), univer- 
sity>based clinics for musculoskeletal Injuries (con- 
trols). 

■ Participants: Forty-one patler^ts with chemical serv 
sitivity and 34 control patients vrith chronic musculo- 
skeletal injuries. 

■ Ma/n Outcome Measums: Immunologic measures 
included autoantibody titers, lymphocyte surface mark- 
ers, and inter1eukln-1 generation by monocytes. Psy- 
chological evaluation included standardized measures 
of anxiety, depression, and somatization. 

■ Pesutts: Immunologic testing did not differentiate 
patients with chemic^ sensitMty from controls. The 
only difference noted (lower interieukin-1 generation 
among cases) appeared attributable to laboratory 
methods. Patients with chemical sensitivity reported 
greater prevalence of current aruiety or depressive 
disorder (44% versus 15%. P » 0.006). This difference, 
however, did not appear to precede the onset of 
chemical sensitivity, and 25% of chemically sensitive 
patients showed no significant current psychological 
disturbance. Cases reported significantly more “medi- 
cally unexplained” physical symptoms before and after 
the onset of chemic^ sensitivity. When considering 
only symptoms that preceded chemical sensitivity, 
25% of cases (and no controls) satisfied criteria for 
somatization disorder. Neuropsychological testing re- 
vealed no significant case-control differences. 

■ Conclusions: Immunologic testing failed to confirm 
findings from earlier uncontrolled studies, militating 
against proposed immunologic mechanisms. The de- 
creased memory aixl concentration frequentiy described 
In multiple chemical sensitivity ware not confirmed by 
brief neuropsychological testing. Psychological symp- 
toms, although not necessarily etid^ic, are a central 
component of chemical sensitivity. 

Ann Intern Med. 1993;119:97-103. 

From the Group Health Cooperative of Puget Sound and the 
University of Washington, Seattle, Washington. For current 
author addresses, see end of text. 


Ouring the last decade, physicians practicing primary 
care, occupational medicine, and altergy/immunology 
have encountered a growing number of patients with 
symptoms attributed to low-level chemical exposure. 
These patients typically have a wide array of respira- 
tory, neuroi»ychologic, and ^temic symptoms with- 
out well-defined physical or laboratoiy findings. One 
syndrome, variously labeled “environmental illness*’ or 
“multiple chemical sensitivity,” has been described as 
“an acquired disorder characterized by recurrent symp- 
toms, referable to multiple organ systems, occurring in 
response to demonstrable exposures to many chemi- 
cally unrelated compounds at doses far below those 
established in the general population to cause hannful 
effects” (1). Immunologic, neurotoxic, and psychiatric 
causes have been proposed, but the cause and treat- 
ment of chemical sensitivity remain controversial. 

Some physicians with special interest in chemical 
sensitivity, particularly clinical ecologists or environ- 
mental physicians, emphasize the role of immunologic 
abnormality in chemical sensitivity (2). They contend 
that accumulated everyday exposure to synthetic chem- 
icals causes “immunologic overload” and an immuno- 
logically mediated sensitivity to common chemical ex- 
posures. Treatment regimens may include dietary 
changes, unorthodox desensitization techniques, and 
strict avoidance of common low-level chemical expo- 
sures. These recommendations can cause major life dis- 
ruption and severe social withdrawal. 

The limited scientific data available do not clarify the 
role of immunologic abnormality in multiple chemical 
sensitivity and similar disorders attributed to low-Ievet 
chemical expcsun. A number of small case series de- 
scribe elevated immuno^obulin levels (3, 4), atitichem- 
icai antibodies (5-9), autoantibodies (5), elevated levels 
of TAl-positive cells (5, 7, 8), and various changes in 
iymplux^e subsets (5, 7-9). These reports, however, 
reveal no consistent pattern of immunologic abnormal- 
ity. Results from larger series of patients selected 
from a referral occupational medicine clinic (10) and 
from a group of disability applicants (11) showed no 
abnormality of immunoglobulin and complement levels, 
B-cell, T-cell, and T-ceil subset levels. None of these 
investigations, however, included systematic selection 
of patients with chemical sensitivity from a defined pop- 
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ulation, blinded assessment* or comparison with appro* 
priate controls. 

Traditional medical organizations express skepticism 
about the immunologic basis of chemical sensitivity and 
the practice of clinical ecologists (12-14). A recent re- 
port of the American Medical Association’s Council on 
Scientific Affairs concluded that “multiple chemical 
sensitivity should not be considered a recognizable clin- 
ical syndrome” (15). After reviewing medical records of 
patients claiming compensation for work-related chem- 
ical sensitivity symptoms, Terr (16) reported that most 
patients reported similar symptoms before exposure at 
the workplace. A double-blind evaluation of the neutral- 
ization-provocation techniques used by some clinical 
ecologists found that patients with multiple food sensi- 
tivities were unable to distinguish placebo from low- 
level food or chemical exposures (17). 

Previous psychologic studies of patients with multiple 
chemical sensitivity have all reported elevated levels of 
anxiety and depression and have implicated psycholog- 
ical distress in the cause of the syndrome (18-22). Two 
of these studies, however, considered patients specifi- 
cally referred for psychiatric evaluation (18, 19), and 
none ^tematically sampled a defined population of 
patients with chemical sensitivity. Three of these re- 
ports included no control group (18-20), and the re- 
maining two (21, 22) compared patients with multiple 
chemical sensitivity to community volunteers or mildly 
ill controls who might be expected to report less p^- 
chological distress. Fiedler and colleagues (10) recently 
described moderate levels of psychological morbidity in 
a series of eight patients with chemical sensitivity re- 
ferred to a occupational health clinic, but no compari- 
son group was included. 

To address some of these gaps in knowledge, we 
compared immunologic, psychologic, and neuropsycho- 
logical factors in a systematically selected sample of 
patients with multiple chemical sensitivity and a medi- 
cally ill control group. 

Methods 
Study Sample 

Patients with chemical sensitivity were recruited honi the 
practice of a community allergist with special interest in treat- 
ing chemical sensitivity. All patients with a recorded diagnosis 
of chemical sensitivity seen between January 1989 and June 
1990 were identified from computerized bilUng records. We 
then reviewed standardized history questionnaires included in 
clinical records for the following eligibility criteria: duration of 
illness 3 months or more; ^rmptoms reported in at least three 
organ systems, including the central nervous system; and 
reported sensitiviQr to 4 or more substances from a list of 
14 common exposures including fresh paint, newspapers, per- 
fume, hair spray, and solvent fumes. AU potential participants 
were sent a letter requesting their participation. Of the 
76 patients with chcmic^ sensitivity identified from records, 
32 ^d not respond to letters and 3 were judged to be ineligAle 
(2 reported complete resolutioa of chemical sensitivity and 1 
described respiratory symptoms only). The remaining 41 pa- 
tients (56% of those potentially eligible) were enrolled. 

Contrcrfs were selened from two university-based clinics for 
patients with musculoskeietal injuries: an occupational muscu- 
loskeletal clinic and a back injury specialty clinic. We re- 
viewed clinic charts to identify all patients seen between Jan- 
uary 1989 and June 1990 whott were within the range of 


the chemical sensitivity cases and who resided within 25 miles 
of the study clinics. Patients with any systemic illness (such as 
rheumatoid arthritis) likely to affect the results of immunologic 
testing were excluded, and potential controls were frequent 
matched to cases by sex and 5-year age strata. This procedure 
identified 85 potential controls (34 from the occupational clinic 
and 51 from the back clinic) who were sent a letter requesting 
participation in the comparison group for a study of chemical- 
related health problems. Forty-nine did not respond (17 from 
(he occupational clinic and 32 from the back clinic) and 2 
patients (both from the back clinic) were judged ineligible 
because of reported symptoms of chemical sensitivity. The 
remaining 34 patients (41% of those potentially eligible) were 
enrolled. The primary diagnosis was low-back pain for all 
17 control patients from the back clinic and for 4 from the 
musculoskeletal clinic. Of the remaining control patients, 8 had 
repetitive-motion syndromes and 5 had other chronic symp- 
toms following work-related musculoskeletal injuries. 

Laboratory Methods 

All immunologic studies were performed by a commercial 
laboratory with special interest in the evaluation of chemical 
sensitivity. Laboratory personnel assisted in design of the im- 
munologic battery but remained blinded to case/control status 
during testing. Total leukocyte count, red cell count, hemoglo- 
bin. and hematocrit concentration were measured on a Coulter 
Tl^ Cytometer (Coulter Electronics, Hislesh, Florida). 

For cell-surface marker studies, mononuclear cells were ts<^ 
lated using a Flcoll-induced density gradient followed by 50% 
dilution in saline and triple washing in Hanks bilanced salt 
striution to remove serum protein. Phenotypic marking of lym- 
phocytes was performed using monoclonal antibodies against 
CDS (total T cells), CD4 (T-helper cells), CDS (T-suppressor 
cells), CD19 (total B cells), and CD25 (interleuki&'2 receptor- 
positive cells) (all from Becton Dickinson; Los Angeles, Cali- 
fornia), then counierstained with mouse sntihuman IgG cou- 
pled to fluorescein. The monoclonal antibody against CD26 
(TAl'positive cells) (Coulter) was directly coupled to rhodam- 
ine. The percentage of labeled cells was determined using 
fluorescence microscopic examination. 

Autoantibodies against parietal cells, mitochondria, smooth 
muscle, brush border, and nuclear components (Medica; Carls- 
bad, California) were screened at a dilution of 1:20 in phos- 
phate-buffered saline, pH 7.0. by incubation with species sub- 
strate in a room temperature humidifier. Counterataining was 
with Evans blue, and fluorescence was classified as present or 
absent. Each assay run included |X>sitive and negative con- 
trols. 

For. assay of interieukin-1 generation, peripheral blood 
monocytes were isolated from sodium heparinized blood by 
differential centrifugation, washed, and isolated by adherence 
to tissue culture plates. Monocytes were incubated overnight 
at 37 *C in the presence of lipopolysaccharide (1500 Mg^mL) 
and phorbol (1 mgfrnL) in 10% fetal calf serum. The superna- 
tant was collected and frozen for later assay. Generated inter- 
leukio-1 was measured with an enzyme-linked immunoassay 
technique using microtiter plates coated with a monoclonal 
capturing antibody and polyclonal second antibody (Cistron; 
Pine Brook, New Jersey) linked to peroxidase. Each run in- 
cluded standard and control specimens. 

Psychological and Neuropsychological Evaluation 

Patients in both groups completed a questionnaire assessing 
demographic data, vrork and chemical exposure history, as 
well as type, frequency, and duration of chemical sensitivity 
symptoms. 

Psychological evaluation included the Hopkins Symptexn 
Qiecklist-90 (SCX-90), a self-report measure of p^cbiatric 
symptoms (23), and the Diagnostic Interview Schedule (24), a 
hi^ly structured psychiatric diagnostic interview based on the 
criteria of the American Psychiatric Association’s DSM-IIIR 
(25). Diagnoses assessed by the structured interview included 
panic disorder, generalized anxiety, depression, and somatiza- 
tion (a tendency to seek care for physical symptoms that have 
DO apparent medical explanation). The standard Diagnostic 
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Tabic 1. ComparisoD of Immoooioglc Stndicf la PaticoU with Multiple Chemical Sensitivity and Controls with Mus- 
culoskeletal Iqjury 


Immunologic Study 

Cases (n - 41) 

Controls (n • 34) 

95% a* for 
Difference 

P Value 

Positiw test for autoantibodies, n{%) 

Anti-smooth muscle \ 

20(49) 

16(47) 

(-0.22 to 0.24) 

>0.2 

Anti-parietal cell 

4 (10) 

4(12) 

(-0.16 to 0.12) 

>0.2 

Antt-bnish border 

5(12) 

11 (32) 

(-0.02 to -0.40) 

0.03 

Anti-mitochondria 

1(2) 

0(0) 

(-0.06 to 0.02) 

>0.2 

Anti-nuclear 

4(10) 

2(6) 

(-0.04 to 0.22) 

>0.2 

Any pwsitive 

26(63) 

23(68) 

(-0.28 to 0.14) 

>0.2 

Cellular studies. ±5D 

Lymphocyte count, xl(flL 

2580 (±546) 

2450 (±778) 

(-171 to 431) 

'>0.2 

B cells, %(±5D) 

6.4 (±4.1) 

7.4 (±6.3) 

(-1.4 to 3.8) 

>0.2 

T cells, % (±SD) 

69.8 (±9.7) 

67.4 (±7.9) 

(-1.6 to 6.4) 

>0.2 

CD4* helper celts, %(±SD) 

49.4 (±9.2) 

46.1 (±7.1) 

(-0.5 to 7.1) 

0.1 

CDS'** suppressor cells, %(±SD) 

23.2 (±7.7) 

22.5 (±7.4) 

(-2.8 to 4.2) 

>0.2 

Interleukin-2'1- cells, %(±SD) 

2.1 (±i0) 

2.1 (±2.2) 

NAt 

>0.2t 

TAl* cells, %(±52?) 

6,5 {±5.5> 

13.0 (±10.4) 

NAt 

o.oost 

Interleukin-l generation 

3.94 (±5.02) 

7.72 (±6.09) 

NAt 

0.003t 


* ConAdence interval given in same uniu as original measure (pcoportioos for serologic measures, perctnUfes for lymphocyte subsets), 
t Skewed distribuiioa requires use of Wilcoecoo teat; eraifideace interval not calculated. 


Interview Schedule waa supplemented with questions to deter- 
mine the age of onset for individual somatualkm symptoms. 
Because the structured interview includes specific questions 
about medical history, the interviewer could not be blinded to 
case/control status. 

Neuropsychologic evaluation included the Logical Memory 
and Visual Reproduction subtests of the Wechsler Memory 
Scale-Revised (WMS-R), evaluatir^ immediate and 30-minute 
recall for contextual verbal and diagrammatic visual informa- 
tion; Trails A and B, timed paper-aod-pencil tests of visuomo- 
tor speed and mental flexibility; the Rey Auditory-Verbal 
Learning Test, examining verbal learning and memory for dis- 
associated verbal material; the Wechsler Adult Intelligence 
Scale-Revised (WAIS-R) Digit Span, evaluating auditory atten- 
tion and concentration; and the WAIS-R Digit-Symbol, a timed 
paper-and-pencil test of concentratioD and visuomotor speed. 

Data Analysis 

We used unpaired r-tests to compare group means for nor- 
mally distributed variables and Wilcoxon tests to compare vari- 
ables with skewed distribution. Croup proportioos were com- 
pared using contingency tables and c^square tests. Linear 
regression and analysis of covariance were used to examine 
adjusted case-control differences. 

Initial analysis of psychological data included all structured 
interriew symptoms in the assessment (rf psychiatric diag- 
noses. This approach may inflate the prevaknoe of p^chiatric 
disorders among patients with chemicat sensitivity beesuse 
some psychological symptoms might reflect oeurop^cbiatric 
effects of chemical sensitivity. Sin^arty, our requirement that 
patients with chemical sensitivity report symptoms in three or 
more organ systems might artificiaUy increase the prevalence 
of somatization disorder by structured interview. Conse- 
quently, further analyses oi structured interview data at- 
tempted to exclude symptoms temporally associated with 
chemical sensitivity. T^ reported date <jt onset ct chemical 
sensitivity for each case was used to identify structured inter- 
view symptoms and diagnoses occurring before chemical sen- 
sitivicy (**pre-existing” p^chiatric symptoms). Each control 
was then paired with a case of the same sex and »gt (within S 
years) using the 34 cases for which ag» mstched most closely 
to those of controls. Pre-existing psychiatric symptoms for 
each control were identified using the date ci onset fM- the 
paired case. This procedure allowed computatioo of the prev- 
alence of psychiatric diagnoses and smnatizatioo symptoms 
that began before the onset of chemical sensitivity (for cases) 
or before an analogous “censoring date^ (for OMitr^). 


Results 

Among those completing the evaluation, demographic 
and background characteristics were similar for cases 
and controls. Both groups were predominantly female 
(85% of cases, 82% of controls), with the mean age 
slightly greater for cases (46.4 ± 9.5 [SD] years) than 
for controls (42.7 ± 10.4 years). Educational attainment 
was similar; 14.6 years (±2.7 years) for cases and 15.1 
years (±2.6 years) for controls. Controls were more 
likely to report any current alcohol use (24% for cases 
versus 56% for controls), but the proportion of partici- 
pants who reported consuming more than three drinks 
per week was similar in the two groups (17% for cases 
versus 21% for controls). The two groups did not differ 
in frequency of current tobacco use (17% for cases 
versus 25% for controls) or current caffeine use (61% 
for cases versus 78% for controls). 

Those included in the study sample did not differ 
from oonparticipants in age or sex. Patients with chem- 
ical sensitivify who did not respond had a mean age of 
44.3 years (±12.1 years), and 78% were female. Com- 
parison patients who did not respond had a mean age lOf 
42 years (±10.9 years), and 76% were female. 

Comparison of immunologic studies revealed few dif- 
ferences between groups (Table 1). Prevalence rates for 
five of six autoantibodies were strikingly similar in 
cases and controls. The only statistically significant dif- 
ference was in the frequency of antibodies to brush 
border, with the direction of the difference (controls 
greater than cases) being the opposite of predicted (5). 
Mean total lymphocyte counts as well as mean percent- 
ages of T cells, B cells, CDS**^, and interleukin-2* cells 
were simil ar io the two groups. The mean percentage of 
CD4* celk was somewhat higher among cases, but the 
absolute counts were nearly identical. The mean per- 
centage of TAl* cells appeared to differ between cases 
and controls, but the direction of the difference (greater 
in controls) was opposite that predicted by earlier re- 
ports (5, 7, 8). Ca^s had significantly lower levels of 
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Table 2. Comparison of Psychological Studies in Patients with Multiple Chemical Sensitivity and Controls with 
Musculoskeletal Injury 

Psychological Study Result Cases Controls 95% Cl* for P Value 

(n - 41) (n ■ 34) Difference 


SCL-90 symptom scores, mean raw scores (±SD)f 
.Depression 
Anxiety 
Somatization 

Current structured interview diagnoses, n{%) 

Panic disorder 
Generalized anxiety 
Major depression 
Any of the above 

Structured interview somatization symptom count, mean 
(±SD)i 

Preexisting structured interview diagnoses, n(%) 

Panic disorder 
Generalized anxiety 
Major depression 
Any of the above 

Preexisting structured interview somatization symptom count, 
mean (±SD} 


1.19 (±0.91) 

0.51 (±0.44) 

-■ 0.32 to 1.04 

<0.001 

0.87 (±0.89) 

0.29 (±0.36) 

0.30 to 0.89 

0.001 

1.30 (±0.74) 

0.64 (±0.49) 

0.37 to 0.94 

<0.001 

10 (24) 

1(3) 

0.07 to 0-35 

0.008 

4(10) 

0(0) 

0.01 to 0.19 

0.06 

12 (29) 

4(12) 

0 to 0.34 

0.08 

18 (44) 

5(15) 

0.1 to 0.48 

0.006 

15.5 (±5.9) 

3.5 (±2.8) 

10 to 14 

<0.001 

3(9) 

5 (15) 

-0.09 to 0.21 

>0.2 

2(6) 

4(12) 

-0.02 to 0.14 

>0.2 

16 (47) 

10 (29) 

-0.04 to 0.40 

0.1 

16 (47) 

12 (35) 

-0.10 to 0.32 

>0.2 

7.9 (±7.1) 

2.4 (i2.6) 

3.2 to 7.8 

<0.001 


* Confidence interval given in same units as onginal measure (proportions for diagnostic measures, symptom counts for somatization measures), 
t Mean scores in general population samples were approximately 0.3 for women and 0.2 for men (23), with a higher score indicating more distress. 
§ Mean scores m general population samples are approximately 2.0 (28). 


interleukiii'l generation by cultured monocytes. Be- 
cause cases were evaluated earlier in the stu^ period, 
it was considered whether temporal factors, such as 
changes in laboratory methods or materials, might have 
contributed to the observed difference. Cases were 
evaluated between day 1 and day 146 (mean, 68; ±49 
days), whereas controls were evaluated between day 24 
and day 365 (mean, 227; ±92 days). Values for imer- 
leukin-i generation tended to increase with time among 
both case and control groups, suggesting that such a 
temporal effect might exist. When analysis of covari- 
ance was used to examine the joint effects of time and 
case/control status, interlcukin-l generation was 
strongly associated with evaluation date (/* » 0.003) but 
not with the presence of multiple chemical sensitivity 
(P > 0.2). 

Current psychological distress was higher among 
cases than controls, but this difference did not appear to 
pre-date the onset of chemical sensitivity (Table 2). 
Scores on the SCL-90 questionnaire revealed more fre- 
quent symptoms of anxiety and depression and a 
greater tendency to report physical symptoms among 
patients with chemical sensitivity. Structured interviews 
revealed higher prevalence of current (within the last 
month) diagnosis for each disorder examined. Patients 
with multiple chemical sensitivity had many more phys- 
ical symptoms judged to be “medically unexplained” 
by the somatization section of the interview. Psychiatric 
morbidity among patients with chemical sensitivity, 
however, was not universal. Twenty-three of 41 cases 
had no current psychiatric diagnosis, and 10 of those 
had SCL-90 anxiety and depression scores less than one 
standard deviation above the normal (X)pulation mean 
(that is, no statistically significant cunent distress). 
When analysis was confined to symptoms that predated 
the onset of chemical sensitivity (or occurred before an 
analogous date for controls), the two groups showed 
similar prevalence of preexisting anxiety or depressive 


disorder. Cases, however, reported a markedly higher 
number of somatization symptoms preceding the onset 
of chemical sensitivity symptoms. When all symptoms 
beginning after the onset of chemical sensitivity were 
eliminated, 9 of 34 cases (and no controls) satisfied 
DSM-IIIR criteria for somatization disorder. 

Mean neuropsychologtc performance scores for cases 
and controls fell within an average range (±I SD) for 
age, with few differences noted between the two groups 
(Table 3). Patients with chemical sensitivity showed 
slightly poorer immediate verbal recall, but the portion 
of initially memorized information remembered after a 
30-minutc delay (83%) was essentially identical for 
cases and controls. Cases also showed slightly poorer 
performance on one of the five initial trials (data not 
shown) and on the postdisiraction trial of the Rcy Au- 
ditory Verbal Learning test. For all other measures of 
attention, visual memory, visuomotor speed, and men- 
tal flexibility, case and control performances were in- 
distinguishable. When analysts of covariance was used 
to adjust neuropsychologic performance scores for level 
of psychologic distress (SCL-90 anxiety and depression 
scores), case-control differences in cognitive function 
were no longer apparent (data not shown). 

The technique described above for evaluating tempo- 
ral trends in measured values of interleukin-l generation 
was repeated for p^chiatric and neuropsychologic mea- 
sures. Measures of psychiatric morbidity tended to de- 
crease over time in the entire sample but showed no 
temporal trends within the case or control group, sug- 
‘gesting a case-control difference rather than a temporal 
change in methods. Neuropsychologic measures showed 
no relationship to date of evaluation. 

Discussion 

The design of our study addresses some of the meth- 
odologic shortcomings of previous work. Patients with 
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chemical sensitivity were systematically selected from a 
defined population and compared with an appropriate 
medically ill control group. Structured psychiatric as- 
sessment and use of self-report measures reduced the 
potential for interviewer bias in ascertainment of psy- 
chiatric disorder. Controlled and blinded laboratoiy 
evaluation avoided the potential biases of previous im- 
munologic reports. 

Low response rates among cases and controls pose 
the greatest threat to the validity of these results. Par- 
ticipation was not related to age or sex, but we lack the 
data to determine whether nonrespondents differed clin- 
ically from those in the study sample. The results pre- 
sented here may misrepresent the population of eligible 
patients if willingness to participate was related to psycho- 
logical distress, cognitive impairment, or immunologic ab- 
normality. This sample of patients with chemical sensitiv- 
ity, however, is probably more representative of the entire 
population than previous samples selected from referral 
clinics (20), psychiatric clinics (13, 19), compensation 
evaluations (21), and advertisements (22). In the compar- 
ison sample, results of neurop^hoiogic tests were all 
within established normal ranges. Controls did report 
higher levels of p^chologjc distress than did most com- 
munity or patient samples, but any resulting bias would 
act to reduce observed case-control differences. 

The results of psychologic evaluations are consistent 
with previous reports of excess psychological morbidity 
among patients with multiple chemical sensitivity 
(18-22). Patients with chemical sensitivity showed 
higher levels of current psychological morbidity on ev- 
ery measure examined as well as a greater tendency to 
report “medically unexplained” physical symptoms. 
These findings arc striking given the conservative 
choice of a control group likely to have increased levels 
of psychological distress (26). Controls in this study, in 
fact, reported greater prevalence of psychiatric disorder 
than did typical medical clinic samples (27), had higher 
mean 5CL-90 scores (23), and more functional somatic 
symptoms (28) than did community samples. 

These findings do not necessarily imply that anxiety 
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or depression or both are primary causes of chemical 
sensitivity. The higher levels of psychologic morbidity 
among cases might be either causes or effects of chem- 
ical sensitivity. The finding of more current symptoms 
of anxiety and depression among cases is consistent 
with either view. Psychologic and cognitive symptoms 
are prominent in most case descriptions of chemically 
sensitive patients and were included in the selection 
criteria for this study. Most patients with multiple 
chemical sensitivity readily acknowledge symptoms of 
anxie^ and depression but attribute these symptoms to 
the ocuroioxic effects of chemical exposure. Finally, 
more than one half of the cases did not fulfill criteria for 
any current psychiatric diagnosis, and almost 25% 
showed no evidence of clinically significant psychologic 
distress. 

Some psychological findings, however, are consistent 
with a pre-existing pattern of illness behavior among 
patients with chemical sensitivity. Cases reported more 
frequent episodes of seeking care for medically unex- 
plained physical symptoms before the onset of chemical 
sensitivity symptoms. These results do not necessarily 
demonstrate a psychological cause for chemical sensi- 
tivity, but they suggest that psychological factors or 
health beliefs may predispose some individuals to re- 
spond to precipitating events by developing a general- 
ized chemical sensitivity. The findings regarding pre- 
existing symptoms or illness, however, must be 
interpreted cautiously. These data depend on retrospec- 
tive accounts of physical and psychologic symptoms 
occurring years earlier. Variable recall of remote health 
events could bias results in either direction (29), and 
current psychological distress may increase the likeli- 
hood that past symptoms or health events will be re- 
called (30). Consequently, the higher reported preva- 
lence of preexisting somatization symptoms among 
cases may simply reflect higher levels of current anxiety 
or depression. iMtematively, the belief that a symptom 
was caused by chemical sensitivity might have made 
case patients less likely to recall an occurrence of that 
symptom before the onset of multiple chemical sensi- 


Table 3. Comparison of Neuropsychological Studies, Shows as Raw Scores (±SD), is Patients with Multiple Chemical 
Sensitivity and Controls with Musculoskeletal Injury 


Study 

Normal 

Cases 
(« - 41) 

Controls 
[n - 34) 

95% Cl for 
Difference 

P Value 

Attention 

WAIS-R Digit Span* 

10.0 

10.6 (±2.5) 

ll.I (±2.3) 

(-0.6 to 1.6) 

>0.2 

Verbal memory 

WMS-R Logical-Immediatet 

24.3 

22.8 (±6.4) 

26.0 (±6.3) 

(1.9 to 4.5) 

0.04 

WMS-R Logical-Delayedt 

20.5 

18.9 (±7.4) 

21.6 (±7.2) 

(-0.4 to 6.0) 

0.1 

Rey Auditory Verbal^ 

11.3 

9.3 (±2.8) 

10.5 (±2.7) 

(-0.1 to 2.5) 

0.06 

Visual memory 

WMS-R Visual-Immediatet 

32.1 

32.8 (±5.0) 

33.0 (±5.8) 

(-2.110 2.5) 

>0.2 

WMS-R Visual-Delayedt 

29.6 

28.6 (±6.7) 

30.3 (±7.3) 

(-2.5 to 3.9) 

>0.2 

Visuomotor speed 

WAIS-R Digit Symbol* 

10.0 

10.0 (±2.7) 

10.2 (±2.8) 

(-1.0 to 1.4) 

>0.2 

Trails A, s 

31.3 

32.6 (±12.3) 

35.6 (±15.8) 

(-3.4 to 9.4) 

>0.2 

Mental flexibility 

Trails B, s 

74.5 

75.2 (±31-6) 

77.6 (±31.4) 

(-11.9 to 16.7) 

>0.2 


* Age-Ml}usted scale score, 
t Raw score, number of items recalled, 
t Trial VII, postdistraction. 
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tivity. Such an effect would lead to underestimation of 
preexisting symptoms among case patients. Only a pro- 
spective study starting before the onset of chemical 
sensitivity symptoms could overcome these potential 
biases inherent in a retrospective design, but such a 
study would require follow-up of an impossibly large 
population at risk. Review of medical records might 
yield some data on pre-existing symptoms, but medical 
records rarely contain sufficient information for formal 
rating of psychiatric diagnoses. 

The immunologic evaluation revealed no meaningful 
differences between patients with chemical sensitivity 
and those with musculoskeletal injury in the prevalence 
of autoantibody reactions or in lymphocyte surface 
marker studies. This controlled and blinded comparison 
did not support any of the immunologic findings re- 
ported in previous case series using similar or identical 
smethods (3-9). Although we cannot exclude the jjossi- 
bility of an immunologic abnormality not detected by 
this evaluation, the battery of immunologic tests in this 
study included all those recommended for evaluation of 
chemical sensitivity by a laboratory prominent in this 
area. These findings strongly militate against the immu- 
nologic mechanisms of chemical sensitivity that have 
been proposed. Autoantibody and lymphocyte surface 
marker studies appear to have no value in the routine 
diagnostic evaluation of patients with chemical sensitiv- 
ity. 

The significance of the observed case-control differ- 
ence in inlerlcukin-1 generation by cultured monocytes 
remains unclear. The difference was statistically signif- 
icant in this small sample even after adjustment for 
multiple comparisons. Examination of time trends, how- 
ever, suggests that changes in laboratory methods or 
materials during the course of the study probably 
caused or contributed to the intergroup differences. In 
addition, no published data on interleukin-1 generation 
in patients with chemical sensitivity are available for 
comparison. With no a priori hypothesis of higher or 
lower interleukin-1 generation rates in chemically sen- 
sitive patients, the possibly artifactual differences ob- 
served here can only suggest hypotheses for further 
study. 

We chose the brief neuropsychologic battery to eval- 
uate the impaired memory and concentration often de- 
scribed in chemically sensitive patients. Of the nine 
subtests, case patients and controls differed only on 
measures of immediate contextual and discrete verbal 
memory. Cases still performed within the average 
range, and the two groups did not differ with respect to 
percentage of information retained during a period of 30 
minutes. Performance by the cases on the Trails B lest, 
regarded as highly sensitive to diffuse organic brain 
dysfunction, was within the average range and indistin- 
guishable from controls. Case<ontrol differences appear 
relatively minor considering the frequency of anecdot- 
ally reported cognitive impairment among patients with 
multiple chemical sensitivity. Resolution of these differ- 
ences after adjustment for 501^90 anxiety and depres- 
sion scores suggests that these small differences in cog- 
nitive performance may reflect psychological distress. 

Our findings have substantial implications for the clin- 
ical care of patients with multiple chemical sensitivity. 
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In this sample, psychologic distress was the only factor 
that clearly distinguished patients with chemical sensi- 
tivity from those with musculoskeletal injuries. The 
anxiety and depressive symptoms identified among pa- 
tients with chemical sensitivity cause suffering and dis- 
ability. AJthough the pathophysiologic mechanism of 
chemical sensitivity remains controversial, the promi- 
nent role of psychological symptoms in the syndrome 
has been affirmed repeatedly. For lack of any more 
specific treatment, relief of psychological symptoms 
should be a central component of care for chemically 
sensitive patients. 

The findings of this study do not directly address the 
utility of the strict avoidance regimens advised by some 
practitioners, but they do militate strongly against im- 
munologic injury as a justification for avoidance. Strict 
avoidance of low-lcvel chemical exposure may only re- 
inforce social withdrawal and disability without actually 
preventing any biological injury. AJthough no investiga- 
tion can prove the absence of any biological injury from 
continued low-level chemical exposure, no studies have 
found plausible evidence of any such effect. In the 
absence of such evidence, the speculative benefits of 
severe avoidance do not justify the accompanying dis- 
ability and isolation. Short-term avoidance of specific 
exposures may have some role in the initial treatment of 
some patients with chemical sensitivity, but effective 
care for chemically sensitive patients should emphasize 
relief of symptoms and progressive return to active life. 
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APPENDIX B 

Dr. Edward S. Hyman 268D 

3525 Prytania Street, Suite 220 " 

New Orleans, LA 70115 

Dear Dr. Hyman: 

I appreaclate the treatment I received from you Dec 15-26, 1992. Because of 
that treatment, I have virtually gotten back to a normal routine. You in 
essense gave my life back to me. For that I an very thankful. 

The results of that treatircnt showed up recently, during the annual 
training I went through at- Camp Lejune, March 10-27, 1993. I performed 4 to 5 
positions due to lack of personnel. Plus' hard long hours, and was able to hold 
up Riarvously. Without the treatment I would not have held up but a couple of 
days. I was suprised at the stamanine I had. I owe that to you. 

To give you an idea as to what I did, so that you can get an idea of what 
physical and mental activity was involved, I will give a little detail on Camp 
Lejune. First of all I am department head over the transportation and 
equipment side of Alpha company. In that respect am responsible for all the 
personnel arid equipment assigned to us. I planned and was the convoy leader 
from RSS Huntsville to and from Camp Lejune. I oversaw- the transportation for 
the battalion during AT. X oveVsaw our project work, which moved in excess of 
6,000 cubic yards of material. Embarked the whole battalion to FEX and back. 
Planned and estimated the Range Safety Project. Tracked app 80*pieces of 
equipment. Designed and supervised the making of |£PA holding areas for fuel 
trucks. Went from 5:00 A.N. to about 8:00 ?.M. Non-stop. W^b about a total of 
5 hours sleep per night. Except during 3 days of FEX, during'^hat time I 
didn't get any sleep. 

Again my thanks to you for your dedication to finding out what was wrong 
with many of us from Desert Storm, and for treating us back to good health. 

I am truly Indebted to you. 
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APPENDIX C 5 April 1993 


MEMORANDUM THRU 


rOMMA^pBirrA I 
^I«(5iment, J' 

OMMA^ER. 1st BATl 


5 ‘ 

COMPANY, 1st BATTALION, 1st AVIATION 
■ORT KANSAS 66442-5336 


COMMA^ER, 1st BATTALION, Ist AVIATION REGIMENT, FORT 
R^EY, KANSAS 66442-5336 

COMMANDER. 4th AVIATION BRIGADE, 1st INFANTRY DIVISION 
(M^aiANIZED) . FORT RILEY, KANSAS 66442-5336 


FOR COMMANDER. 1st INFANTRY DIVISION (MECHANIZED), FORT RILEY, KANSAS 
66442-5336 


SUBJECT: Request Endorsement and Approval for CW2 Craig N. Rubenstein, 
214-76-4493, to Receive Medical Treatment Currently not Provided by the 
Array 


1. I CW2 Craig N. Rubenstein, 214-76-4493, am assigned to Company A, 

1-1 Aviation Regiment as an AH-64 Apache Pilot-in-command. I have a 
disease which is commonly referred to as "Gulf Syndrome." I am 
requesting approval for the treatment of this illness and the necessary 
funding which is not currently provided by the military. 

2. BACKGROUND . I served in Desert Storm with the 1st Infantry 

Division from January to May of 1991. Upon returning to the U.S. I had 
a cough when I got off the plane and it persisted for over a month. 
Finally, the cough seemed to go away. It was about four months later 
when I noticed my hair was starting to fall out, and it seemed I was 
extremely fatigued, constantly. 

3. I have always been an athlete, but suddenly, I no longer had the 
energy to lift weights or to run. I started going Co doctors, both 
military and civilian, but no physician could diagnose my problem. 

Normal thyroid tests were conducted and no problems existed at this 
time. I continued in this physically degraded mode for about five more 
months until my thyroid gland failed. Major Harston, a Flight Surgeon 
at TMC #9 initially diagnosed Hypothyroidism as my problem and referred 
me to Major Loyola, Internal Medicine at Irwin Army Hospital, Ft. Riley, 
Kansas. I began thyroid replacement therapy in May 91 and must continue 
this treatment indefinitely. 

4. The flight surgeon explained to me that the symptoms 1 previously 
experienced were the result of my thyroid failure. Several months went 
by and my extreme fatigue, hair loss, and aching joints did not subside. 
It has been 10 months since tny thyroid levels have been back to normal, 
with no significant improvement in my symptoms. It became apparent to 
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me that there was something else wrong. I have seen many doctors 
including Major Rhonda Cornum at Lyster Army Hospital at Fort Rucker. I 
also saw Major Magill, Chief of Infectious Diseases at Walter Reed. 

None of them could diagnose anything significant, however. Doctor Magill 
suspected some type of bl^d parasite. He also cautioned roe that if an 
underlying disease can cause one gland failure, then it can cause other 
types of gland failures, such as adrenal, pancreas, or liver failure. 
Based on this knowledge, I feel it's imperative that I receive treatment 
as soon as possible. 

5. My parents sent me newspaper articles from the Washington Post with 
stories about other Desert Storm Veterans with physical symptoms "just 
like mine.” This unexplained illness was being called "Desert Storm 
Syndrome" and "The Desert Storm Mystery Illness." Nevertheless, no 
military doctor has been able to identify the cause of the sickness, 
including Doctor Magill, Head of Infectious Diseases at Walter Reed. 
However, Major Cornum, one of U.S. Army Aviation's most prominant Flight 
Surgeons, and Major Magill both hypothesized that my thyroid failure was 
most likely caused by an underlying illness, stating, "thyroid failure 
in a 24 year old male is extremely rare. It normally occurs in older 
women . " 

6. Recently, (Feb 93), I heard on CNN that there was a physician in New 
Orleans named Doctor Edward Hyman who successfully treated 3 Desert 
Storm veterans who had the syndrome. I immediately contacted his office 
and verified the story. His office sent me two urine sample bottles 
with instructions. I sent the samples, and Dr. Hyman found that both 
samples were positive for this illness. Dr. Hyman is willing to treat 
me immediately, however, his treatment requires a hospital stay of 
approximately two weeks, and being active duty, there is no insurance to 
cover my stay in a civilian hospital. 

7. Dr. Hyman has been successful three out of three times for Desert 
Storm veterans and has treated many civilians with the same disease. At 
the current time, he offers the only treatment/cure available. Because 
"The Desert Storm Syndrome" is a newly discovered disease, with very 
little or no documentation, the military has not yet developed any test 
or treatment. The absoute bottom-line is, "there is now a treatment 
available and I deserve the oportunity to receive it." 

8. I first became ill in October 1991. I've endured 18 months of 
sickness with periodic remissions, but generally no improvement. For 
these reasons I request approval and funding for treatment by Dr. Hyman 
and I am willing to accept all risks that may come with civilian 
treatment . 

9. POC for this action is the undersigned at AV 856-3166, Commercial 
(913) 239-3166. The attached enclosure includes other points of 
contact . 


ENCL 




CRAIG N. RUBENSTEIN 
CW2, USA 
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HSXX-CDR 


DEPARTMENT OF THE ARMY 

USA MCOICAI, OCf>AftTMENT ACTIVITY 
FORT RILCY. KANSAS 66^42-9037 


APPENDIX C 



7 May 1993 


MEMORANDUM FOR Commandep, 4th Brigade, 1st Infantry Division (Mech) . 
Fort Riley, KS 66442-5090 

SUBJECT: Medical Care of CW2 Craig N. Rubenstein 


1. - I have extensively reviewed CW2 Craig N. Rubenstein's nedlcal case and 
his request for authorization to have treatment by Dr. Edward Hyman in a 
civilian institution at government expense. I recommend that this 
authorization not be granted and Ist Infantry Division (Mecb) funding not 
be allocated for this purpose. 

2. Dr. Edward Hyman's treatment of Gulf War veterans has been extensively 
Investigated by the Office of the Surgeon General, U.S. Army. The Medicine 
Consultant to the Surgeon General, COL Arlene Zaloznlc, has spoken directly 
with Dr. Hyman and finds that there Is no scientific merit to his proposed 
treatment (Enel 1). 

3. Members of my staff, MAJ (Dr.) David Loyola, Chief, Internal Medicine 
Clinic and LTC (Dr.) Edward Huyeke, Deputy Commander for Clinical Services, 
have spoken with CW2 Rubenstein to offer a sore extensive evaluation at 
Fitzsimons Army Medical Center. CW2 Rubenstein has turned both offers 
down . 

4. CW2 Rubenstein’s medical problems have been and are of great interest 
and concern to me. I and my staff are committed to ensuring that he gets 
the best evaluation and most competent treatment available today, civilian 
or military. However. Dr. Hyman's evaluation and treatment of the Gulf War 
Syndrome cannot be considered good medical care by any standard of today's 
medical practice. I cannot condone exposure of any soldier to medical care 
below accepted standards. Further, to allow an individual with a 
complicated or poorly understood medical condition to undergo therapy of 
unproven, poorly documented benefit that may even be deleterious, risks 
confusing future diagnostic measures or degrading proven therapeutic 

ef forts . 

5. I recommend that CW2 Rubenstein undergo an exhaustive evaluation at 
Fitzsimons Army Medical Center to determine, if possible, the nature of bis 
illness and treat it. 



Comstandlng 


CF: 

Isi ID Surgeon 
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wew.’r TO 
ATTENTION or 


HSXX-CDR 


DEPARTMENT OF THE ARMY 

USA MEDICAL DEPARTMENT ACTIVITY 
PORT RILEY. KANSAS 06442. 9037 



9 July 1993 


MEMORANDUM FOR Conunander, 4th Brigade, 1st Infantry Division 
(Mech), Fort Riley, KS 66442-5090 

SUBJECT: Follow Up on the Medical Care of CW2 Craig W. Rubenstein 


1. Reference Memorandum, HSXX-CDR, dtd 7 May 93, Subject: Medical 
Care of Craig W. Rubenstein. 

2. From 16 to 27 May 1993, CW2 Rubenstein underwent an extensive 
inpatient evaluation at the Walter Reed Army Medical Center in 
order to attempt to determine a cause for his medical complaints* 
The results of this evaluation failed to determine a specific 
medical cause for CW2 Rubenstein 's symptoms. 

3. The results of CW2 Rubenstein 's evaluation does not alter my 
opinion of Dr. Hyman's evaluation and treatment of the Gulf War 
Syndrome as outlined in the referenced memorandum* 


4. I have reconsidered CW2 Rubenstein's request for authorization 
to have treatment by Dr. Hyman in a civilian institution at *• 
government expense in light of his negative evaluation at Walter 
Reed Army Medical Center, My recommendation, as outlined in the 
referenced memorandum, that authorization not be granted and 
funding not be allocated is unchanged. 


Q 

/ Ji 



MC 

Commanding 


CF: 

1st Inf Div (M) Surgeon 



443 


DEPARTMENT OF THE ARMY APPENDIX C 

HCAOQUARTCRS. 1 ST INT AKmV DIVISION (MECH) AND FORT Rlt.EY 
FORT RILCV. KANSAS SS44Z-SOOO 


ATTENTION OF 


AF2N-AV-CDR 15 July 1993 


MEMORANDUM THRU 

FIRST ADDRESSEE COMMANDER, 1ST BATTALION, 1ST AVIATION REGIMENT, 
FORT RILEY, KANSAS 66442-5336 

SECOND ADDRESSEE COMMANDER, A COMPANY, 1ST BATTALION, 1ST 
AVIATION REGIMENT, FORT RILEY, KANSAS 
66442-5336 

FOR CW2 Craig N. Rubenstein, A Company, 1st Battalion, 1st 
Aviation Regiment, Fort Riley, Kansas 66442-5336 

SUBJECT: Reply to request for Endorsement and Approval to 
Receive Civilian Medical Treatment 




1. Reference: Memorandum dated 5 April 1993, SAB; Memorandum, 
from COL James Kirkpatrick dated 7 May 1993, subject: Medical 
care of CW2 Rubenstein; Conference of 11 May 1993 with the 
undersigned, COL Kirkpatrick, LTC Huycke, and LTC Veiga; 
Memorandum from COL James Kirkpatrick dated 9 July 1993, subject; 
Follow up on the Medical Care of CW2 Craig W. Rubenstein. 

2. This will serve as a formal reply to your request for 
authorization to obtain treatment by Dr. Edward Hyman in a 
civilian medical institution at Government expense. At the time 
of our conference of 11 May 1993, you were advised that the 
treatment protocol of Dr. Hyman had not been approved by the 
Office of the Surgeon General and that, as such, funding for this 
care would not be allocated. As an alternative, it was 
recommended that you undergo evaluation at an Army Medical 
Center. It is my understanding that you underwent evaluation at 
Walter Reed Army Medical Center (WRAMC), as per the 
recommendation of COL Kirkpatrick, from 16-27 May 1993. I 
further understand that prior to notification as to the final lab 
results from WRAMC, you took leave to undergo treatment with Dr. 
Hyman in Louisiana. 

3. After consulting with COL Kirkpatrick, I have been advised 
that all of the lab work has now been analyzed with no 
determination of a specific medical cause for your symptoms. As 
per COL Kirkpatrick's memorandum of 9 July 1993, a copy of which 
is attached, there is no basis upon which to change the original 
decision to disapprove your request for Government funding. 
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4 . As COL Kirkpatrick is the approval authority for entitlements 
questions, as outlined in AR 40-3, Table 15-1, your request for 
endorsement and approval to receive civilian medical care at 
Government expense is denied. 


Enclosures THOMAS M. CREWS 

as COL, AV 

Commanding 
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Reviewer #1 
MS 070 


A computer algoritm offers a comprehensive view of quantitiative bacteriuria 


Hyman ES 


accepted with minor changes 


There is no relationship between what Ed Kass studied and reported 35 years ago and the present 
day interpretation of his work. Sadly, the interpretation of the meaning of bacteria in the urine, 
as currently occurs at the bedside, has little or no relation to the evidence. Mistakes are made 
daily > and sometimes with dire consequences for the patient. 

A hurrah for Dr. Hyman. How refreshing is his approach! How simple! and how sensible! It 
deserves a wide audience, and should be available on the wards for the enlightenment of 
students and house staff (and those who teach them). 

Needless to say this reviefwer likes the approach and the message. My concern is: will it be read 
by the wide audience that should read it? And can the message get across better by improving 
the manuscript? I struggled with this for a week or two, and could not myself answer it. 


Minor Poinb lines M6. 

Would VE and VF not be better written Vg and Vp? 

To me, TV means total volume. The abbreviation T is for time (min), and V Ises describing the 
tin'te taken for the bladder to refill after emptying. Would Tg be less confusing? 
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RESPONSES BY THE 

CENTERS FOR DISEASE CONTROL AND PREVENTION (CDC) 
TO QUESTIONS SUBMITTED BY 
HONORABLE LANE EVANS, CHAIRMAN 
SUBCOMMITTEE ON OVERSIGHT AND INVESTIGATIONS 
COMMITTEE ON VETERANS' AFFAIRS 
U.S. HOUSE OF REPRESENTATIVES 

HEALTH CONCERNS OF PERSIAN GULF WAR VETERANS 
AND RELATED ISSUES 

JTOE 9, 1993 


QUESTION 1 

During the Persian Gulf War, and for months afterwards, were 
military and civilian personnel exposed "to concentrated, 
uncontrolled amounts of toxic petroleum materials, their 
by-products and numerous other chemical compounds utilized in 
the procurement and processing of crude oil?" 

Answer 

It is not likely that many military personnel were exposed to 
concentrated, uncontrolled amounts of toxic petroleum materials, 
their by-products and numerous other chemical compounds utilized 
in the procurement and processing of crude oil. 

To study the exposure of military personnel, at the request of 
the U.S. Army, the Centers for Disease Control and Prevention 
(CDC) laboratory analyzed blood samples collected at three 
different times from a small number of soldiers. Their blood was 
sampled while in Germany before leaving for Kuwait, after two 
months in Kuwait, and after leaving Kuwait and returning to 
Germany. Compared to measurements of volatile organic compounds 
in U.S. residents, the levels of these same compounds were not 
elevated among these soldiers. The one exception was 
tetrachloroethylene, which was elevated. Exposure to this 
chemical most likely resulted from its use as a degreaser by the 
soldiers. 

Air monitoring data from the Kuwait Environmental Protection 
Department demonstrated that the quality of air during April in 
Kuwait City was comparable to that in many American cities. 

Civilian personnel, such as fire fighters, may have had more 
exposure to petroleum and petroleum by-products. CDC conducted a 
cross-sectional study of exposure of American fire fighters to 
33 volatile organic compounds in October 1991. Samples of blood 
from 40 fire fighters were collected, typically within two hours 
after they left the oil fields, and analyzed. Compared to a 
sample of 114 U.S. residents, these fire fighters had higher 
blood concentrations of some volatile organic compounds in their 
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blood. These chemicals remain in the blood for only a short 
period of time before being excreted. We do not know the long- 
term health effects of very short-term exposures such as these. 

QUESTION lA 

To what compounds and by-products were U.S. troops exposed? How 
long did this exposure last? How many U.S. troops were so 
exposed? 

ANSWER 

Information relating to the exact compounds and by-products to 
which the troops may have been exposed can be obtained from the 
National Oceanographic and Atmospheric Administration (NOAA) and 
the U.S. Environmental Protection Agency (EPA) . We understand 
that the U.S. Army has specific information on the number of 
troops that may have been exposed and the length of that 
exposure . 

QUESTION 2 

Please identify the chemical and toxic substances to which Gulf 
War veterans were exposed during their deployment in the Persian 
Gulf War theatre. 

ANSWER 

NOAA and EPA collected this information immediately after the war 
ended using air monitoring stations and aerial flights near the 
burning oil wells, as well as downwind of the fires. They should 
be able to provide information and appropriate interpretations. 

QUESTION 3 

How and when were the environmental conditions in the Persian 
Gulf War theatre assessed and measured? By whom? What were the 
results of those assessments? Are those results accurate? 

ANSWER 

On March 10, 1991, an Interagency Air Assessment Team lead by EPA 
was deployed in the Persian Gulf area. The mission of this team 
was to assess the conditions through air sampling and monitoring 
in oil fields and other areas to determine the effect on public 
health. The EPA document entitled "Kuwait Oil Fires: 

Interagency Interim Report," dated April 2, 1991, describes the 
results of the work. EPA is in the best position to discuss the 
results and their accuracy of the findings. 
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UESTION 4 

lease explain why you agree or disagree with Dr. Hinshaw's 
tatement that the mysterious illness afflicting Persian Gulf 
eterans is multiple chemical sensitivity which has been induced 
r triggered by exposure to hydrocarbon compounds derived from 
etrochemicals . 

HSWER 

e cannot comment on Dr. Hinshaw's statement that the mysterious 
llness afflicting Persian Gulf veterans is multiple chemical 
ensitivity which has been induced or triggered by exposure to 
ydrocarbon compounds derived from petrochemicals. Our 
hysicians have not examined any Gulf War veterans nor have we 
ad the opportunity to review their medical records; therefore, 
or us to make statements concerning the cause or nature of 
llnesses afflicting these veterans would be inappropriate. 
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August 23, 1993 


Mr- Lane Evans 
Chairman 

Subcommittee on Oversight and Investigations 
U.S. House of Representatives 
Committee on Veterans' Affairs 
335 Cannon House Office Building 
Washington, D.C. 20515 


1. How many Persian Gulf War veterans have you examined? What 
health care problems have these veterans reported to you? 
What have you concluded based on your examination of Persian 
Gulf War veterans? 

A. I am an Assistant Professor in Environmental and Occupational 
Medicine at The University of Texas Health Science Center at 
San Antonio and have been asked by the VA to examine 
approximately fifteen Persian Gulf veterans at the Houston VA 
Regional Referral Center for the Persian Gulf veterans. This 
is a very select group of veterans--individuals who had been 
evaluated in their own local VA hospitals and had been 
referred to the referral center in Houston for in-depth 
evaluation. Most have been extremely complex cases-^patients 
with multiple symptoms involving multiple organ systems with 
prior thorough, but inconclusive, medical evaluations. The 
health care problems these veterans have reported to me are 
several: (1) Being referred to too many doctors and 

specialists in a fragmented way; (2) difficulty obtaining a 
referral to the regional center; (3) disincentives to 
reporting medical problems while they were in service. 

Based upon my examination of these Gulf War veterans, I feel 
there is no clear, unifying, conventional diagnosis for all 
of their conditions. Some have headaches, some have 
respiratory difficulties, others have gastrointestinal 
complaints. However, the majority do report fatigue and 
memory and concentration difficulties along with multi-system 
symptoms. This constellation of symptoms is strikingly 
similar to symptoms reported by individuals who say they 
became sensitized to chemicals following many different kinds 
of environmental exposures, for example, to a sick building, 
a pesticide, solvent or combustion products. Many of the Gulf 
veterans l have seen or spoken with report intense personal 
exposures to similar classes of chemicals, for example, 
combustion products from tent heaters, pesticides used in the 
Gulf, solvents and paints used to re-coat vehicles, etc, A 
minority of the veterans I have seen report a major exposure 
to the oil well fires, the exposure most widely recognized 
from television accounts of the war. 

2 . How many Persian Gulf veterans have you treated? 

A. My role in seeing Persian Gulf veterans has been as a 
consultant. In a few cases, I have discussed specific 

treatments with the VA staff, but, for the most part, my role 
has been to evaluate veterans to determine whether their 
illness might be consistent with chemical sensitivity and to 
collect detailed exposure histories from them, including their 
exposures while in the Gulf, occupational exposures, home and 
hobby exposures, etc. I have had the opportunity to spend 
several hours with each veteran discussing their complaints, 
their exposures, and their experiences. Many have symptoms 
consistent with chemical sensitivity observed in other 
demographic groups, however, there is no adequate approach 
available to the VA at this time to establish such a diagnosis 
definitively. An environmentally-controlled medical unit is 
needed in order to determine whether veterans who are ill may 
be sensitive to low levels of common environmental exposures. 
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Until such fundamental clinical studies are conducted, it will 
not be possible to know whether chemical sensitivity is what 
the veterans are experiencing, what mechanism is involved in 
their illnesses, or what treatment methods are likely to be 
effective. Thus, for the problem of chemical sensitivity, 
prescribing treatment at this time is somewhat premature. 
However, I have discussed with most of the veterans the 
importance of observing whether their symptoms seem to become 
worse when they are exposed to heavy traffic exhaust, gasoline 
vapors, etc. This is about all that can be done currently. 
The environmental medical unit would allow us to begin to 
understand this problem, as well as to treat those veterans 
who were evaluated in the unit. Through such an evaluation, 
it can be determined which exposures (chemicals or foods) 
might be responsible for particular symptoms. If such 
sensitivities were demonstrated, to some degree veterans could 
avoid those exposures that cause the greatest problems. We 
can also move closer to determining a mechanism for this 
illness, thus allowing us to target our therapies. Not every 
veteran could be evaluated in such a specialized unit, but 
what we would learn from those veterans who underwent such an 
evaluation would greatly enhance our ability to help others. 

3. What are the results of the treatment you've provided to 
Persian Gulf War veterans? 

Are the results of the treatment you've provided to Persian 
Gulf War veterans permanent or temporary? If temporary/ bow 
long do the beneficial results of your treatment last? 

How much does this treatment cost? 

A. See number 2. My role is strictly as a consultant as 
described above. Approaches to therapies for chemical 
sensitivity will depend upon determining whether the illness 
is primarily physiological or psychological in origin and what 
mechanisms are involved. 

4. What are the most likely causes of the health care problems 
reported by Gulf War veterans? 

A. Chemical sensitivity has been described in the medical 
literature for over forty years, but forty years ago only a 
small fraction of the population seemed to have such symptoms. 
Most physicians remain unaware of this potential illness 
because nothing about it is taught in medical schools or the 
subject of journal articles. Little scientific work has been 
done on this problem. It is only recently that there have 
been several national meetings on this subject, but the 
findings of those meetings have not yet reached most of the 
medical community. In medical school, physicians are taught 
that the more symptoms patients complain of, the less likely 
there is anything to their illness. In other words, the 
diagnosis is likely to be a psychological one. When patients 
have multi-system complaints, particularly with mood, memory 
and concentration difficulties, physicians are likely to label 
their problems as "psychosomatic” or caused by depression or 
other underlying psychiatric problems. Physicians are 
unlikely to consider that chemicals could produce such 
symptoms, even if a patient might report a preceding exposure. 
Olfactory-limbic sensitization by chemicals is a possible 
mechanism for chemical sensitivity, but the majority of 
physicians are not familiar with this concept. Although most 
physicians know about the limbic system, the clinical 
manifestations of limbic dysfunction related to chemical 
exposure are not well understood. Much knowledge needs to be 
disseminated to VA physicians and other professionals who see 
Persian Gulf War veterans. In addition, fundamental studies, 
including double-blinded, placebo-controlled challenges in a 
controlled environment are needed to establish definitively 
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whether such symptoms could be the result of chemical 
exposures, instead of, or in addition to, psychological 
factors. 

5. Are the health problems you've treated In Gulf War veterans 
conmunicable? 

A. Not that I am aware of. I have seen two veterans whose wives 
also became ill about the same time their own symptoms grew 
worse. In these cases, the homes of these veterans were being 
remodeled or recarpeted, and there were potentially intense 
sources of exposure to volatile organic chemicals present in 
their homes to which the whole family was exposed. In both 
cases, the veterans had been somewhat ill upon returning from 
the Gulf, but became markedly worse following their in-home 
exposures. Unless we develop a fundamental, broad-based 
understanding of the problem of chemical sensitivity, we may 
miss important exposures that could be contributing to our 
patients’ problems. Certainly, chemical exposures occurred 
in the Gulf, but they also occur in patients' workplaces, 
homes and hobbies. Conceivably, any of these exposures might 
lead to sensitization or increase limbic sensitization. 

6 . Identify the available evidence which supports exposure to 
chemical or toxic substance (s) during Gulf War service as a 
cause of health problems reported by Gulf War veterans. 

A. The evidence which supports exposure to chemicals as a cause 
of health problems reported by the Gulf War veterans is 
threefold: ( 1 ) The close temporal relationship between 

identifiable, intense personal exposures [diesel exhaust, 
diesel fuel, pesticides, etc.] and onset of symptoms in 
certain veterans; (2) the fact that similar symptoms developed 
among individuals sharing the same kinds of exposures, e.g. , 
in a particular unit; (3) historical evidence that exposures 
such as those described by the veterans have been linked, in 
other population groups [industrial workers, sick building 
occupants, etc.], to symptoms similar to those reported by 
Gulf War veterans. [See my testimony from the hearing which 
compares symptoms reported by Persian Gulf veterans and 
symptoms reported by patients reporting chemical sensitivities 
following exposure to remodeling of a building or to a 
pesticide. ] 

7. Because of wartime stress are Persian Gulf veterans more 
likely to suffer from environmental illness? Describe the 
connection, if any, between stress and environmental illness. 

A. There are strong, experimental links between stress and 
environmental exposure leading to illness. Traumatic events, 
wartime stress, and unfamiliar situations, may increase the 
vulnerability of the limbic system to sensitization or 
themselves directly sensitize the limbic system above and 
beyond sensitization stemming from environmental chemical 
exposure. Olfactory-limbic sensitization has been 

demonstrated in animals exposed to pesticides, solvents, and 
other chemicals, as well as to various nonchemical stressors. 
The olfactory nerves provide the most direct link between the 
human brain and the external chemical environment. 

Sensitization, once it occurs, could lead to symptoms such as 
depression, difficulty concentrating, memory problems, etc., 
symptoms frequently reported both by Persian Gulf veterans and 
individuals who say they are chemically sensitive^ Either 
stress or environmental chemicals (or both together) may 
disrupt the neurochemistry of the limbic area, conceivably 
altering critical levels of various neurotransmitters. Stress 
and/or chemicals might produce these changes and the 
consequences of either would look the same clinically. This 
is because the brain has only a limited repertoire of 
responses, e.g., irritability, depression, dizziness, memory 
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difficulties, etc. Such symptoms tell us nothing about their 
etiology. Thus, either or both environmental chemicals and 
stress may lead to similar Hinds of symptoms involving the 
brain. Only controlled, low level chemical challenges in an 
environmental medical unit will tell us whether certain 
individuals are sensitive to low level exposures. 

8. Can multiple chemical sensitivity be successfully treated? 
How? 

A. A wide variety of therapies have been proposed for treating 
chemical sensitivity, yet no therapies have shown efficacy in 
peer-reviewed, scientific studies. To some degree, this may 
be because such studies have not been funded in the past, in 
part because of skepticism in the medical community about the 
possible existence of chemical sensitivity. Among 

approximately 200 patients reporting chemical sensitivity whom 
we surveyed at The University of Texas Health Science Center 
at San Antonio, the most successful treatment, according to 
the patients, was avoidance of food or chemical exposures that 
provoke symptoms. Therefore, what the majority of patients 
report as the most successful treatment, i.e., avoidance, 
could be implemented following a careful diagnostic workup in 
an environmental unit. 

Identify federal government agencies which recognize multiple 
chemioal sensitivity as a disability. 

A. It is my understanding that HUD recognizes chemical 
sensitivity as a disability. I believe that different states 
have different policies with regard to compensation for this 
condition. Hs. Mary Lamielle directs the National Center for 
Environmental Health Strategies (1100 Rural Avenue, Voorhees, 
New Jersey 08043, [609] 429-5358) and would have more 

information concerning this subject. Many federal agencies 
are confronted with the same dilemma the VA faces as to how 
to deal with chemical sensitivity. In the past two years, 
national meetings sponsored by the ATSDR, the EPA, and held 
by the National Academy of Sciences, have been the first 
professional forums to recognize chemical sensitivity as a 
potential Illness, one that does not fit usual diagnostic 
codes and that has some unique characteristics that 
distinguish it from other known medical illnesses. The EPA, 
ATSDR, NIEHS, VA, DOD, and other agencies are increasingly 
taking note of this condition, and, to varying degrees, are 
interested in further inquiry in this area. 

Is ehemiosl sensitivity communicable? 

As mentioned previously, chemical sensitivity is not 
communicable per se . however, persons sharing the same 
workplace or home might become ill at about the same time by 
virtue of their sharing the same exposures, such as the 
installation of new carpeting, a "sick” building, a fire, use 
of a pesticide, etc. This may make the illness appear to be 
communicable when, in fact, the individuals are not 
transmitting it to each other, but are responding to the same 
environmental exposures. 

9. Individuals with no military sarvioe have reportedly become 
eensitive following chemioal exposure. For Persian Oulf War 
veterans, how can it be determined if their health oara 
problems are related to ohamioal/toxio substance (s) exposure 
whioh occurred during military service? which tests, if any, 
can accurately detect exposure to a particular ohwaloal/toxlo 
substance months or years after exposure? 

How long (hours, days, weeks, etc.) after exposure, can 
individual exposure to chemical or toxic Mtarials be 
accurately assessed? 
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A, For Gulf War veterans the way to determine whether their 
health problems are related to chemical sensitivities would 
be to evaluate them in an environmental medical unit. I 
discussed this approach in my testimony. I and many other 
scientists familiar with chemical sensitivity, who have been 
involved in the NAS, ATSDR, and EPA meetings on this subject, 
feel that the unit is the key to establishing etiology. Most 
of the substances to which Gulf War veterans may have been 
exposed, such as solvents, organophosphate or carbamate 
pesticides, combustion products, etc., leave no long-term 
"footprints”. That is, they leave the body or are metabolized 
relatively quickly, in comparison with a heavy metal, such as 
lead, or a chlorinated pesticide, such as DDT. Thus, 
residuals or deposits in the body cannot be detected in any 
meaningful way for most chemicals to which veterans were 
exposed, especially if tests are conducted months or years 
after exposure. What can be determined is whether veterans 
now are sensitized to extremely low levels of common, every- 
day chemicals, and whether this sensitivity is responsible for 
their continuing symptoms. There are two separate scientific 
questions that need to be addressed: 

(1) Did exposures in the Gulf cause chemical 
sensitization in certain veterans? 

(2) Are these veterans' symptoms now being triggered by 
extremely low levels of common environmental 
chemicals? 

The second question can be addressed via challenges in a 
controlled environment. The first question is more difficult 
to answer with certainty. However, with careful collection 
of historical data regarding personal exposures, we may be 
able to learn what kinds of exposures may have been 
contributory, which interventions may be helpful in the future 
(work practices, respirators, alternative materials, etc.), 
and which individuals are more likely to become sensitized. 
Clearly, not everyone who is exposed becomes ill. Human 
susceptibility to chemical exposures varies enormously. In 
addition, an individual's prior exposure experiences may make 
that person more vulnerable to subsequent exposures. One case 
of possible chemical sensitivity that I have seen involved a 
veteran with two consecutive exposures to Saudi trucks 
spraying what was probably pesticides. The individual 
experienced immediate, acute illness and subsequent 
sensitivities. Other veterans say they became ill over a 
period of months, possibly related to being in a tent with 
diesel-fired heaters, or after many weeks of exposure to 
solvents. Thus, in some cases it may be easier to make a 
probable link between exposure and illness, while in other 
cases, it may be much more difficult, particularly if multiple 
exposures occurred over a protracted period. Most of the 
chemicals the veterans were exposed to were hydrocarbons 
(diesel fuel, combustion products, etc.) whose residence time 
in the body is relatively short, a matter of hours or days, 
generally speaking. 

10. Please comment on Dr. Hinshaw's statement that the mysterious 
illness afflicting Persian Gulf veterans is multiple chemical 
sensitivity which has been Induced or triggered by exposure 
to hydrocarbon compounds derived from petrochemicals. 

Dr. Hinshaw*s statement is based upon his experience and 
observations working with many patients who report being 
chemically sensitive. Most of the medical community, 
especially academic physicians, including many who are on 
staff at VA hospitals throughout the country, do not share 
Dr. Hinshaw’s outlook or experiences. Yet his point of view 
is one that exiges rigorous scientific study, because the 
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consequences of such an illness, if it is real, are indeed 
major for our nation. The Gulf War veterans are only the 
latest population group to report such difficulties. Similar 
symptoms have been noted among persons exposed in ”sick” 
buildings, for example, the EPA headquarters in 
Washington, D.C., around Superfund hazardous waste sites, in 
industry, and in numerous other settings. The National 
Academy of Sciences* workshop on chemical sensitivity, which 
was attended by physicians and scientists expressing divergent 
points of view, reached consensus that careful research was 
needed to define this problem. This workshop took place more 
than two years ago and its published recommendations 
emphasized the need for challenge studies using an 
environmental medical unit. The use of an environmental unit 
for research purposes was first proposed by myself and 
Nicholas Ashford, Ph.D., J.D., Professor of Technology and 
Policy at the Massachusetts Institute of Technology, in a 
report on chemical sensitivity to the New Jersey State 
Department of Health in 1989, We made that recommendation 
after interviewing physicians and researchers on all sides of 
this question and found there was overwhelming agreement 
regarding this approach. That was almost four years ago, and 
yet we continue to struggle with the same problem — lack of 
scientific data regarding possible chemical etiologies. 
Unfortunately for the veterans and the VA, scientific 
knowledge in this area is lagging far behind the pressing 
health care needs of the veterans. I see no way that this 
situation is likely to improve without implementation of 
controlled challenge studies in an environmental unit. 
Epidemiological studies do not resolve the fundamental 
question — are symptoms reported by the veterans psychological 
or physiological in origin, or some combination of the two? 
When scientists have surveyed the veterans, they have found 
that the veterans complain of fatigue, depression, 
irritability, memory and concentration problems, etc. 
Skeptics continue to conclude that such symptoms are caused 
by depression, not by chemicals. Thus, the debate continues. 
What is needed are studies to define the etiology of these 
complaints, i.e., use of an environmental unit and low level 
challenges . 

11. According to one news report, you believe one^third of the 
population is sensitive to chemical exposure. Is that report 
accurate? 

A. My statement that approximately one-third of the population 
reports sensitivities to certain chemicals comes from the 
EPA*s own published, in-house survey and study of 
approximately 4,000 EPA employees. EPA employees were asked 
whether they considered themselves "especially sensitive*' to 
any of a list of common chemicals in indoor air, e.g., paint 
vapors, odor of new carpeting, etc. Approximately one-third 
of the 4,000 employees responded affirmatively to this 
question. Other researchers have found similar kinds of 
results in populations they have studied. I consider these 
self-reported sensitivities, some of which may be relatively 
minor, to be the potential iceberg of which multiple chemical 
sensitivity may be the tip. Severely affected chemically 
sensitive individuals probably are relatively small in number 
and there is a wide range of degrees of sensitivity in the 
population as a whole. To illustrate why some individuals may 
be much more sensitive than others, levels of particular 
enzymes for detoxifying environmental chemicals may vary by 
several orders of magnitude. 

The kinds of problems that patients with multiple chemical 
sensitivity report include depression, asthma, and migraine 
headaches, it is noteworthy that these are medical conditions 
that are known to be increasing in the American population as 
a whole over the past several decades. Fatigue, the number 


6 



455 


one complaint of both chemically sensitive patients and the 
Gulf War veterans, has been increasing in the general 
population (as has Chronic Fatigue Syndrome) , and is the most 
frequent complaint physicians encounter in primary care. 
Patients who report problems with fatigue, migraines, 
depression, or asthma, are exposed to the same classes of 
volatile organic compounds that chemically sensitive patients 
say trigger their symptoms. These are such common and costly 
medical conditions that if even a fraction of patients with 
these conditions were in fact sensitive to environmental 
chemicals, it would be important to address this potential 
cause. Support for the notion that chemical exposure may be 
involved in some of these conditions is the fact that the 
majority of patients with asthma say that their condition is 
exacerbated by common chemical exposures; likewise many 
migraine patients report their headaches are triggered by 
smoke, solvent vapors and other such exposures. The 
environmental medical unit is an essential tool for assessing 
the existence of chemical sensitivity, and it will provide a 
clinical tool which will allow physicians to determine whether 
the problems experienced by their patients with asthma, 
migraine, depression, fatigue, etc., could be related to low 
level environmental chemical exposures. The environmental 
unit would allow physicians to evaluate series of patients 
with asthma, migraines, or other such conditions, to determine 
how many of them have their conditions on the basis of 
environmental exposures. It is critical that we address these 
important questions in order to perform meaningful risk 
assessment in the environmental area and to curb rising health 
care costs if such exposures indeed do play a major role. 
Currently, billions of dollars have been spent cleaning up 
Superfund waste sites, and billions more have been spent to 
resolve and litigate indoor air quality problems, yet little 
hard evidence is available concerning the impact of low level 
environmental chemical exposures such as these on human 
health. Unfortunately, animal studies have provided little 
help in this area. Subjective symptoms, such as headache, 
depression, nausea, and difficulty concentrating, cannot be 
assessed adequately in animals. We need to assess these 
possible consequences of low level chemical exposure in 
humans , 

Can someone be sensitive to a substance, but suffer no 
measurable ill effects? 

A. Yes, someone can be sensitive to a substance but suffer no 
measurable ill effects. However, in the survey of EPA 
employees, respondents li)cely were referring to illness they 
had experienced with particular exposures. In the case of an 
allergy, involving IgE antibodies, there nay be foods to which 
an individual is sensitized , that is, the person has IgE 
antibodies against that food, yet they may eat that food with 
impugnity. In fact, the antibodies may perform some kind of 
protective role, as yet undefined. However, the person's 
immune system is "sensitized” to the food. From a clinical 
standpoint, such sensitivity would be of little practical 
significance. With regard to the veterans, we are dealing 
with overt, believable, and, in many cases, disabling 
symptomatology. There is no question in my mind that these 
veterans are ill. The questions noted above are what we need 
to explore: Were veterans sensitized as a result of exposures 
in the Gulf, and, are their current health problems due to 
continuing chemical sensitivities? 


Dr, Claudia S. Miller 


0084- 93c ftin 


7 



456 



NATIONAL ASSOCIATION OF 
RADIATION SURVIVORS 


Sept. 7, 1993 


Representative Lane Evans 
U.S. House of Representatives 
2335 - Rayburn House Office Building 
Washington, D.C. #20515 

Reference: Persian Gulf War Veterans 

Attn: Pam Parker 

In response to your fax of Sept. 3, 1993 and your 
question: - 

What available evidence supports your testimony that 
Persian Gulf War Veterans are experiencing a higher 
rate of miscarriage and genetically damaged children? 

At the time that I gave testimony on June 9, 1993, 
the high rate of miscarriages and children being born 
with defects from post-Gulf pregnancies was anecdotal 
information received from Gulf War-based organizations 
especially from the Military Families Support Network. 
Michael Ange, a Gulf War veteran and a member of our 
board of directors, phone AC919-892-9315, offered this 
information to us and would be able to provide you 
with the exact information that you require. 

Sincerely , 

Jean Ralph, President & 
Director of Atomic Widows 
409 Indiana Avenue 
Streator, II. #61364 

Home Phone AC815-672-9230 


PO BOX 278, LIVE OAK, CA 95953 
(800)798-5102 (Toll Free) 
(916)846-5990 (Telephone & Fax) 



457 


QUESTIONS SUBMITTED BY 
HONORABLE LANE EVANS, CHAIRMAN 
SUBCOMMITTEE ON OVERSIGHT &= INVESTIGATIONS 
COMMITTEE ON VETERANS' AFF'AIRS 

HEALTH CONCERNS OF PERSIAN GULF WAR VETERANS 
AND RELATED ISSUES 

August B7, 1993 

ANSWERS SUBMITTED BY DR. CHARLES T. HINSHAW, JR., PRESIDENT 
AMERICAN ACADEMY OF ENVIRONMENTAL MEDICINE 


1. How many Persian Gulf War veterans have you examined? What 
health care problems have these veterans reported to you? 
What have you concluded based on your examination of Persian 
Gulf War veterans? 

Ans: I assume you are referring to the number of veterans 

reported in my testimony before the House Sub-Committee on 
Oversight & Invest igat ions . The answer is 25. If by "health 
care problems" you are referring to symptoms, the five most 
common symptoms reported are skin rash, fatigue, joint pain, 
loss of short term memory and headache. Approximately forty 
additional symptoms have been reported by the veterans, but 
none with great consistency. Additional symptoms of possible 
significance include changes in visual acuity, difficulty 
breathing, irregular heartbeat, and gastrointestinal symptoms 
such as constipation, diarrhea, and bloating. My conclusion 
based on examination of Persian Gulf War veterans, is that 
these veterans are suffering from Multiple Chemical Sensitiv- 
ity induced by environmental exposures which occurred in the 
Persian Bulf, primarily induced to exposures to hydrocarbons 
resulting from burning oil well fires, but also from hydro- 
carbon exposures from internal combustion engines, tent 
heaters and contaminated bathing water. 

S. How many Persian Gulf veterans have you treated? What are 
the conditions for which you've treated Persian Gulf War 
veterans. Describe the treatment you’ve provided for these 
cond i t ions . 

Ans! Twenty-five veterans have been treated. The Persian 
Gulf veterans have been treated primarily for Multiple 
Chemical Sensitivity, but also for intestinal candidiasis, 
food allergy and allergic rhinitis. The treatment provided 
for the Persian Gulf veterans is principally treatment for 
Multiple Chemical Sensitivity. The primary treatment factor 
for MCS is avoidance of exposure to chemicals, primarily 
hydrocarbons, to as complete a degree as possible. This 
requires considerable efforts of education, with changes in 
lifestyle required. These environmental control measures are 
essential to the stabilizing and subsequent recovery from 
this illness. Part of treating chemical sensitivity is to 
treat for the occurrence of excess intestinal yeast, if this 
is present. The reason for this is believed to be related to 
the production of toxins, including acetaldehyde by the 
yeast. The treatment for the yeast syndrome includes the use 
of an antifungal agent, usually nystatin powder, U.S.P. 100%, 
500,000 units four times daily, as well as a diet restricted 
in carbohydrates and with avoidance of yeast contained within 
foods. Additional treatment measures include the use of 
dietary supplements. These are used for two reasons. First, 
the importance of adequate nutrition is well recognized in 
medicine, and is critical for the best healing possible. In 
addition, the detoxication pathways for most foods and 
chemicals are within the liver. When these pathways are 
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overutilised specific deficiencies in certain vitamins and 
minerals can occur. Efforts are made to assure that the body 
has adequate supplies of these vitamins and minerals. At 
times, the most efficacious route of providing vitamin and 
mineral supplements is intravenous. In most instances, 
supplementation can be adequately obtained through oral 
routes. Various types of allergies are treated, as indicated 
in each individual veteran. Food allergies can be an 

unsuspected problem, possibly related to patients who have 
the yeast syndrome. Immunotherapy specifically directed 
against certain chemicals is used when indicated. Finally, 
the most severe cases will benefit by depuration sauna 
therapy. In this form of therapy fat soluble organic 

chemicals can be carried to the body surface dissolved in 

skin oils- Showering then washes these chemicals off of the 
body, and by this route the body load of these chemicals can 
be gradually reduced. 

3. What are the results of the treatment you've provided to 

Persian Gulf War veterans? Are the results of the treatment 
you’ve provided to Persian Gulf War veterans permanent or 
temporary? If temporary, how long do the beneficial results 
of your treatment last? How much does this treatment cost? 

Ans : In every instance known to me, bearing in mind that not 

all patients have been fully evaluated at this date, the 
veterans have responded to treatment with a reduction in 
symptoms and partial recovery. Some of those participating 
in the study which I am reporting have reported 90'A-*- recovery 
of health. Others report levels of recovery ranging from 
about 50Vi up to the mentioned 90%. At this stage, it is too 
early to know if the results of treatment are permanent or 
temporary. However, the experience in treating chemical 
sensitivity shows that permanent results can be obtained, so 
long as the patients being treated are able to exercise good 
environmental controls. In my experience, and the experience 
of others, chemical sensitivity tends to persist at a low 
level throughout the life of the patient who has acquired 

this condition. However, in most cases, the patients are 

able to achieve a reduction in sensitivity which enables them 

to participate in a relatively normal lifestyle and 

participate in most occupations. However, I caution, 

patients with chemical sensitivity will not consistently 
tolerate large exposures to chemicals derived from hydro- 
carbons, and therefore must be cautious in their lifestyle. 
With this caveat, the results of treatment are expected to be 
lifetime. The cost of this treatment varies depending on the 
severity of illness. If simple avoidance is sufficient, the 
costs incurred are those of the initial workup and diagnosis, 
with costs ranging from about ♦TSS, without professional 
fees, and approximately *1,SOO if professional fees are 
included. There is no cost incurred in avoidance of chemical 
exposures, unless the veteran needs to make modifications in 
his place of employment or home. These costs can usually be 
moderated, except in the most severe cases. The cost of 
treating the yeast syndrome ranges from ^50 to *100 per 
month. The cost of recommended dietary supplements, for 
vitamins and minerals taken orally, averages *30 to *50 per 
month. Intravenous vitamins and minerals cost *75 to *100 
per treatment. The cost of treating food allergy is nothing 
if food avoidance is followed; if immunotherapy is used, the 
cost per month ranges from *e5 to *50. The cost of treating 
inhalant allergies ranges from *30 to *60 per month, for 
immunotherapy- If drug therapy is used, the costs range from 
♦30 to *100 per month. Sauna depuration therapy under close 
medical supervision costs *100 per day; the usual duration of 
treatment is four to six weeks. 

What are the most likely causes of the problems reported by 
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Gulf War veterans? 

Anst The most likely causes of the problems reported by Gulf 
War veterans are exposure to hydrocarbon fumes from the 
burning oil wells, from vehicle exhaust, from tent heaters, 
and from contaminated bathing water, 

5. Are the health problems you've treated in Gulf War veterans 
communicable? 

Ans; No. 

£> . Identify the available evidence which supports exposure to 
chemical or toxic substances during Gulf War service as a 
cause of health problems reported by Gulf veterans, 

Ans s Evidence which supports exposure to chemical or toxic 
substances during Gulf War service as cause of health 
problems reported by Gulf veterans is available from the 
American Academy of Environmental Medicine and from Major 
Richard Heines. This evidence includes a detailed history of 
each veteran's exposures, correlations to onset of illness 
and symptoms. This evidence is almost overwhelming to the 
objective observer, 

7. Because of wartime stress are Persian Gulf veterans more 
likely to suffer from environmental illness? Describe the 
connection, if any, between stress and environmental illness. 

Ans: All stressors, whether psychological or physiological 

may result in a disruption of homeostasis within the human 
organism. So long as the stresses produced by the psycho- 
logical or physiological factors can be met by adaptation of 
the organism, symptoms are minimal or do not occur. When 
psychological or physiological stressors exceed the ability 
of the organism to adapt, illness results. Multiple Chemical 
Sensitivity occurs in patients who have no stress 
identifiable or similar to the wartime stresses of the 
Persian Gulf. However, there is no reason to believe that 
the wartime stresses of the Persian Gulf are not a factor in 
the development of the chemical sensitivity seen in these 
veterans. It is important to remember, however, that 
patients with Multiple Chemical Sensitivity portray a wide 
range of symptoms, including symptoms referable to the 
central nervous system. The central and peripheral nervous 
systems are prime targets in MCS. Some of the symptoms 
referable to the central nervous system can be documented by 
physiologic testing, while other of these systems can be 
documented by psychological tests. 

8. Can Multiple Chemical Sensitivity be successfully treated? 
Identify federal government agencies which recognize Multiple 
Chemical Sensitivity as a disability, Is chemical sensitiv- 
ity communicable? 

Ans: Multiple Chemical Sensitivity can be successfully 

treated. The essentials of treatment are avoidance of 
exposure, environmental control, ident i f icat ion and treatment 
of related factors including the yeast syndrome, food allergy 
and inhalant allergies, neutralization of chemical reactions 
when indicated and correctly identified, and depuration sauna 
therapy in the most extreme cases. Federal government 
agencies which recognize Multiple Chemical Sensitivity as a 
disability include the Social Security Administration, 
Housing and Urban Development and the Department of Justice. 
Provisions for Multiple Chemical Sensitivity are found in the 
Americans With Disabilities Act. Chemical sensitivity is not 
communicab 1 e . 
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9. Individuals with no military service have reportedly become 
sensitive following chemical exposure. For Persian Gulf War 
veterans, how can it be determined if their health care 
problems are related to chemica 1 / tox ic substance(s> exposure 
which occurred during military service? Which tests, if any, 
can accurately detect exposure to a particular chemical /tox i c 
substance months or years after exposure? How long (hours, 
days, weeks, etc.) after exposure, can individual exposure to 
chemical or toxic materials be accurately assessed? 

Ansi The health care problems of the Persian Gulf War 
veterans can be related to their exposures which occurred 
during military service by careful review of their medical 
records, prior to their service in the Persian Gulf area. If 
there is no prior history of symptoms suggestive of Multiple 
Chemical Sensitivity, it is prima facie evidence that the 
illness did not exist prior to their service in the Persian 
Gulf theater. The only test which we have found to 
consistently detect evidence of chemical sensitivity related 
to hydrocarbon exposures in the Persian Gulf veterans is the 
challenge or provocation test in which the veterans are 
exposed to the chemicals related to the Persian Gulf theater 
or to chemically similar substances. These tests, challenge 
or provocation tests, can be done in a single blind testing 
environment or at a few sites can be performed in a double 
blind test protocol. In a non-environmental medicine 

setting, simple avoidance of chemicals, followed by re-expos- 
ure to chemicals will usually provoke symptoms, and thus 
demonstrate the patient's MCS. As long as the patient has 
the illness, we would expect that he or she would test 
positively to these test methods, even years after exposure. 
Biologic measurements of individual exposure to chemicals or 
toxic materials cannot be accurately assessed when the 
materials questioned have been eliminated from the body. 
Some of the hydrocarbons are highly fat soluble and are 
retained in body fat for years. However, the concentrations 
are extremely low and it is difficult to separate some of 
these exposures from the levels found in the general 
population. Multiple Chemical Sensitivity is the result of 
chemical exposures, although frequently the chemicals 
involved have long since been eliminated from the body. 
However, the effects of these chemicals. Multiple Chemical 
Sensitivity, linger or persist for years. The persistence of 
chemicals may range from hours to years, depending on the 
type of chemical, 

10, Please comment on Dr. Miller's statement that there are no 
diagnostic markers or laboratory tests for chemical sensitiv- 
ity nor is there a generally accepted case definition. If 
you disagree with this statement, please explain the nature 
of your disagreement. 

Ans: There are a number of tests which can be considered 

diagnostic markers for chemical sensitivity. The tests which 
have been routinely positive in the Persian Gulf veteran are 
the provocation tests mentioned above. A number of labora- 
tory tests are routinely done for chemical sensitivity. 
These tests include the measurement of specific antibodies 
against offending agents, measurement of autoantibodies which 
are frequently induced by chemical exposures, and measure- 
ments of certain immune cell functions, particularly with 
emphasis on activited T-lymphocyte cells. Other useful tests 
include, but are not limited to, measurement of the actual 
levels of offending chemicals in urine, blood and body fat. 
These tests are well-known, wel 1— documented , and used 
routinely in evaluation of patients with possible multiple 
chemical sensitivity, by physicians active in the Academy of 
Environmental Medicine. Efforts to discredit physicians 
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practicing environmental medicine, to denigrate the 
techniques of environmental medicine, and to deny the 
existence of hultiple Chemical Sensitivity are well recog- 
nized and ongoing. I think Dr, Miller's statements were made 
in an attempt to sound reasonable, and perhaps to sound 
acceptable by those who attempt to discredit the diagnosis of 
chemical sensitivity. Dr. Miller's agenda obviously includes 
efforts to secure funding for an environmental control unit. 
Dr. Miller has minimal experience in treating patients with 
Multiple Chemical Sensitivity. She has accumulated modest 
experience in making this diagnosis. There are no great 
differences in defining Multiple Chemical Sensitivities among 
those who are author i tat i ve in this field. The most widely 
accepted definition of Multiple Chemical Sensitivities was 
offered by Mark R. Cullen, M.D., from the Department of 
Internal Medicine, Yale University School of Medicine. His 
definition, published in Occupational Medicine, State Of The 
Art Reviews, in 1787, is: "Multiple Chemical Sensitivities 

<MCS) is a acquired disorder characterized by recurrent 
symptoms referable to multiple organ systems occurring in 
response to demonstrable exposure to many chemically 
unrelated compounds at doses far below those established in 
the general population to cause harmful effects." 

11. Why has it been possible to complete "protocols" for only six 
Desert Storm patients? When do you expect "protocols" to be 
completed for 100 Desert Storm patients? 

Ans; It has been very difficult to complete the protocols on 
the Desert Storm patients, primarily because of a lack of 
financing. In addition, active duty personnel have been 
actively discouraged by the military medical establishment 
from complaining about this illness, or for that matter, 
about most other illnesses. Threats of demotion and 

discharge overhang active duty personnel who complain of the 
symptoms related to chemical sensitivity. I do not expect 
that we will be able to complete the protocols for 100 Desert 
Storm patients unless outside funding is obtained, supporting 
patients who are in the Reserve or are no longer associated 
with the Armed Forces. I am hoping that we will be able to 
complete 30 or AO protocols by October 19, 1993. 

12. Provide the basis for your conclusion that, "The mysterious 
illness afflicting the Persian Gulf veterans is Multiple 
Chemical Sensitivity" when according to your own testimony 
"the number of protocols which have been totally completed to 
date numbers only six." 

Ans: As stated in my testimony, 25 out of 25 patients tested 

by the provocation testing method reacted to hydrocarbons. 
This test is a marker for chemical sensitivity, hence my 
conclusion that, "The mysterious illness afflicting the 
Persian Gulf veterans is Multiple Chemical Sensitivity". 

13. Please identify the tests which are used to identify the 
presence of inhalant allergies, increased chlorinated and 
aromatic hydrocarbons , positive antinuclear antibodies and 
changes in immune system. 

Ans- The tests used to identify inhalant allergies were 
allergen specific tests by the Modified PAST method. This 
is a test done on blood, is highly reproducible, and is very 
accurate for such diagnoses. The tests for chlorinated and 
aromatic hydrocarbons were performed at Accu-Chem 
Laboratories, 990 North Bowser, Suite 800, Richardson, 
Texas, 75081. This is a highly sophisticated test performed 
on blood. Levels detected are in the parts per billion 
range. Tests for antinuclear antibodies are routinely 
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performed in laboratories throughout the world. There is 
nothing unique or unusual about these tests. Tests detecting 
changes in the immune system were performed at I mmunosc i ences 
Laboratory, Ind., 1801 La Cienega E<lvd. Suite 302, Los 
Angeles, California, 90035. These tests are highly sophisti- 
cated. This laboratory is experienced in performing these 
tests, is federally licensed, and performed the tests at no 
charge because of their interest in the Persian Giilf War 
illness and their support of the Persian Gulf War veterans. 

Which vitamin and mineral supplements can be used to reduce 
sensitivity to chemicals and what doses of which vitamins and 
minerals are needed to reduce sensitivity to chemicals? What 
dose of each is needed* to redi.ice sensitivity to chemicals? 

Ans : Good nutrition is essential to health and recovery from 
illness. Due to processing of foods, depletion of soils, and 
nutrient losses through overwork of the xenobiotic (chemical) 
detoxication pathways, hidden nutrient deficiencies are 
normally found in chemically sensitive patients. When 
funding is available, these deficiencies can be tested for, 
and frequently demonstrated. According to Sherry Rogers, 
M.D., in testing 2,000 environmentally ill patients, the most 
common deficiencies, in approximate order of occurrence, are 
magnesium, zinc, copper, vitamin B— 1 , molybdenum, iron, folic 
acid, chromium, selenium, potassium, vitamin B-IE, vitamin A 
and vitamin B-6 . It is most important to correct the mineral 
levels, since the activity of the enzymes involved in the 
detoxication pathways hinges on them. They are also the most 
difficult to correct. Correction in difficult cases does 
respond best initially to intravenous administration of the 
nutrients. Vitamin levels are next in order. The vitamins 
to correct include vitamin C, vitamin E, vitamin A, vitamin 
B-6, vitamin B-1, vitamin B-I2 and folic acid, vitamin B-3, 
vitamin B-2, PABA, and vitamin K. Following the correction 
of mineral and vitamin deficiencies, amiv^o acids and 
essential fatty acids also merit considerat i on and correction 
when indicated. The levels of supplements used can vary, and 
in the most severely ill patients will respond best to 
correction of identified deficiencies. However, a mineral 
and vitamin cocktail approach is often successful. Host 
patients will respond to oral administrations, albeit the 
response may be slower than the response to intravenous 
administration. When specific deficiencies are not 
identified, the cocktail or shotgun approach is generally at 
levels within the range of one recommended dietary allowance 
(RDA) or low multiples of the RDAs. However, vitamin C is 
frequently given at somewhat higher doses, ranging from 500 
mg to 3,000 mg per day, 

15. Why do many medical insurance companies not recognise a 
diagnosis of MCS? 

Ans: You should ask medical insurance companies why they do 
not recognize the diagnosis of MCB. I suspect that their 
answer would be that MCS is not a recognized medical 
diagnosis, that the condition is not backed by adequate 
research, and therefore that it is experimental, A more 
basic reason might be that their advisors on this issue will 
be found to be traditional allergists. Traditional 
allergists do not recognize MCS as a legitimate diagnosis nor 
do they recognize the specialty of Environmental Medicine. 
This issue at its base, becomes a turf battle between general 
allergy and environmental medicine, 

16. How long would it take you to teach VA hospitals to diagnose 
and treat chemically sensitive patients? 
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Ans: We could teach the medical staff and technicians from 
VA hospitals to diagnose and treat chemically sensitive 
patients iri 15 hours. This would include lectures on envir- 
onmental history taking, the immunopi^thology of chemical 
sensitivity, metabolic abnormalities, the use of diagnostic 
and physiologic tests, and treatment. A portion of the 
treatment instruction would involve instructions on provoca- 
t ion/neutra 1 i za t i on . This mini-course on chemical sensitiv- 
ity would allow VA personnel to adequately diagnose and treat 
the Persian Gulf veterans. This would not be a complete 
coL.irse in chemical sensitivity. The more severely ill 
psatients are difficult to manage and will prove to be quite a 
challenge, I am sure, for physicians not experienced in 
treating MCS . 
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Chairman Evans to MG Blanck, Department of Defense 

1. How many service members with Gulf War theater service have 
reported health problems? Including active, Guard and Reserve 
units, which units have the largest number of members who have 
reported health problems? 

ANSWER 

I can*t say with certainty how many servicemembers have reported 
health problems following the Persian Gulf War because there is 
no central repository of such data. If this question refers only 
to those individuals who have had chronic ill-defined health 
problems, we can estimate that number. The Army, Navy, and Air 
Force all have a surveillance program for such cases seen at 
their active duty military health care facilities. As of July 93 
there were 84 Army cases (70 involving active duty soldiers) , 39 
Navy cases and no Air Force cases. Since the spring of 1992 
there have been several case clusters reported by several reserve 
military units. I am aware of 8 such clusters in the Army (7 
Army Reserve, one ANG) . In addition I am aware of a single 
cluster each for the Navy and Air Force, both among reserve 
personnel. The total number of affected individuals in these 
clusters approximates 500. The first and largest cluster has 
been seen among units within the 123rd ARCOM in Indiana. We have 
not seen similar reports among active duty units indicating 
multiple cases. 

2. you acknowledged DOD has encountered some difficulty in 
diagnosing the health problems reported by some Persian Gulf 
veterans. 

What diagnosis have been made most frequently by VA for Gulf War 
veterans . 

ANSWER 

The answer to that question would best come from the Department 
of Veterans Affairs. 

3. How many Persian Gulf veterans who have been treated by DoD 
have not received treatment which has helped them. 

ANSWER 

This is quite difficult to answer precisely. Most Persian Gulf 
War veterans with health problems who have been seen in our 
medical treatment facilities have conditions which are easily 
diagnosed and treated. Only a small number have chronic, ill- 
defined health problems. This would include most of the cases 
reported in the special surveillance programs maintained by the 
Army, Navy, and Air Force. 

In addition to trouble in making a diagnosis, what else would 
explain DOD treatment not being helpful in some cases? 

ANSWER 

This is somewhat speculative on my part, but if the servicemember 
doesn’t trust the system or is frustrated by the inability to 
make a diagnosis, the treatment may not be successful. 

In cases where establishing a diagnosis has proven difficult, 
does DOD still provide treatment? 

ANSWER 

Yes, even though a specific diagnosis cannot be established in 
some cases, most medical providers would offer therapy to reduce 
or eliminate adverse symptoms such as headaches, joint pains, and 
diarrhea. 
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Has the DOD contracted or considered contracting with one or more 
other health care providers to provide a diagnosis for the 
Persian Gulf Veterans for whom DOD has encountered some 
difficulty in making a diagnosis? If not, why not? 

ANSWER 

Yes, outside civilian consultation has been requested and 
received by DOD to assist us in our deliberation about specific 
clinical cases (for example from the Johns Hopkins University and 
the University of Texas at San Antonio) and about post- Persian 
Gulf health problems in general. I will cite three examples of 
the latter. The Army convened a special panel of civilian 
experts from academia and industry in August 1992 to evaluate 
claims that exposure to petrochemicals in the Persian Gulf War 
was causing ill-defined health problems among some veterans. 

This panel of experts reviewed several case reports of 
servicemembers hospitalized at Walter Reed Army Medical Center 
and concluded that petrochemical toxicity was not a likely 
explanation for their illnesses. Their conclusion was based on 
their low level exposure to the petrochemicals, the variability 
of their symptoms and the late onset of symptoms following 
exposure. Another example of consultation is that DOD, acting 
jointly with the DVA, has requested the assistance of the 
National Academy of Sciences, Medical Follow Up Agency (MFUA) to 
evaluate our current studies and our efforts directed at these 
Post-Persian Gulf health issues. They plan to conduct a 3 year 
study with considerable input from both the lay and professional 
community in addressing these issues. Moreover, they will also 
be evaluating the adequacy of both the DOD and DVA Persian Gulf 
registries. Thirdly, I have contracted the services of a 
civilian physician of international stature to assemble a task 
force of civilian experts and military specialists to review a 
large number of clinical case histories of Gulf War veterans with 
ill-defined health problems. I am hopeful that this review may 
lead to the establishment of one or more case definitions for 
these post-Persian Gulf health problems. This also will greatly 
aid us in developing standard nomenclature for disability 
processing and in conducting epidemiological studies in the 
future. 

4 . How can DOD improve the treatment it provides to Gulf War 
veterans, 

ANSWER 

A great deal of attention is already being focused on the care of 
Gulf War veterans with ill-defined health problems. Naturally if 
a specific environmental agent, be it physical, chemical, or 
biological becomes evident as a cause of post-Persian Gulf war 
health problems, we will adjust our diagnostic and therapeutic 
approaches accordingly. 

5 . Nearly 50,000 British an French Troops reportedly served in 
the Persian Gulf during Operation Desert Storm/Shield. Are 
British and French troops who served in the Gulf reporting health 
problems like those reported by u.S. servicemembers who served in 
the Gulf? 

ANSWER 

To my knowledge, no. We have been in contact and have reviewed 
reports from the British Government which indicate that they do 
are not having a similar problem with post-Persian Gulf War ill- 
defined health problems among their veterans. They are unaware 
of a single case among their forces that cannot be explained by 
conventional diagnosis. However they are investigating 8 
soldiers who claimed to have unexplained health problems. 
Although we have not heard directly from the French, we reviewed 
documents from the British which have indicated that the French 
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Minister of Defense reports no unexplained illness among any of 
their military personnel who served in the Persian Gulf. 

Would British and French troops who served in the gulf be less 
likely to experience the health problems reported by U.S. 
servicemembers who served in the Gulf. 

ANSWER 

Until we know what, if any, exposures may be linked to these 
post- Persian Gulf War ill-defined health problems, I cannot give 
you a definitive answer. We do know that the British and French 
military forces were widely scattered throughout the region and 
would presumably be exposed to similar military and environmental 
hazards. Naturally, since they had less than 1/10 the number of 
soldiers that we had in the Gulf, their number of personnel 
reporting problems would be proportionately less than ours. 

6. Many more veterans than active duty servicemembers have 
apparently reported health problems possibly related to 
deployment in the Persian Gulf. What explanation can you offer 
for the variation. 

ANSWER 

I can only speculate that access to health care may be a 
factor. Unless a veterans' medical problem can be linked with 
their military service they are currently not eligible for 
medical care or compensation by the DVA. In situations where the 
chronic medical problem might be perceived by the veteran to be 
service-connected, there would seem to be some incentive to 
report it in order to obtain access to care or compensation by 
the DVA. Also there may be a reluctance by some active duty 
personnel to report medical problems during a time of downsizing. 

7. How many Gulf War theater veterans have received medical 
disability? 

ANSWER 

Each of the military services have their own disability 
processing system. I will address this question from the Army 
perspective. The Army is presently validating its data base of 
all soldiers deployed to Southwest Asia (SWA) . Currently there 
are 1010 cases of all categories registered in this SWA 
disability data base. 

Can a service member be retired from the Armed Forces on 
disability without the nature of the disability being diagnosed? 

ANSWER 

No. There must be some diagnosis or medical condition 
established in order for a serviceraember to be properly rated for 
disability. 

Of the Gulf War theater veterans who have received medical 
disability, how many had an undiagnosed disability? 

ANSWER 

All of those receiving disability have had some diagnosis or 
medical condition identified. 

Is multiple chemical sensitivity (MCS) recognized as a disability 
by DoD or any service? 
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ANSWER 

To date there has been no specific guidance from OSD regarding 
this entity. There have been three recent Army disability cases 
referencing multiple chemical sensitivity syndrome as the 
problem. One was found fit, two were found unfit for service. 
Which, if any, diagnostic tests used by any services detects MCS? 

ANSWER 

I am not aware of any specific test available within the DoD or 
in the civilian sector which can be used to establish a diagnosis 
of MCS. 

8. Were nerve or biological agents used against U.S. Troops in 
the Persian Gulf War? 

ANSWER 

To my knowledge no biological or chemical warfare agents was used 
against coalition forces during the Persian Gulf War, I believe 
that, if this were not true, we would have had evidence to the 
contrary. For example, we would have had patients within our 
combat hospitals with evidence of chemical contamination or 
presenting with a clinical picture consistent with anthrax or 
botulism. No such cases were seen. The capability to detect 
chemical agents on the battlefield was available within our 
chemical units operating in the Persian Gulf, yet I am not 
unaware of a single instance in which chemical agents were 
identified. 

Given possible Iraqi use of chemical, biological or nuclear 
warfare, how and when did the U.S. begin to monitor chemical, 
biological or nuclear warfare by Iraq? 

ANSWER 

I must defer the answer to this question to the intelligence 
community. 

9. Were all medications and vaccines administered or provided to 
U.S, servicemembers during their Gulf War service recorded in the 
service medical record of each individual servicemember? 

ANSWER 

It is DoD policy to document all vaccines administered to an 
individual in the yellow "shot" record and the individual's 
medical record. It is my understanding that most units who 
received immunizations while in the Persian Gulf had them 
recorded on a temporary record which was then supposed to be 
transcribed or filed in their official medical records upon 
return to their home base. Regarding medications, if a physician 
or physician assistant prescribes a drug, it is entered into the 
medical record (including the field medical file). However, if 
military troops are issued medication as part of doctrinal 
protection, it would not be entered in the medical record. For 
example if a soldier was issued malaria pills or pyridostigmine 
bromide tablets (chemical warfare agent protestant) they would 
not necessarily be recorded in their medical record or even in 
the field medical file. 

10. Was the efficacy of one or more medications or vaccines 
tested on servicemembers during the Persian Gulf War, as has been 
suggested? 
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ANSWER 

Absolutely not. All medications and vaccines used in the Persian 
Gulf War were thoroughly safety tested prior to their use among 
our forces. All but one vaccine administered were FDA licensed. 
The one vaccine that was considered investigational, botulinum 
toxoid, had been in use for several decades. It was fully tested 
for safety and had been given safely to approximately 3000 
volunteer lab workers over those years. It would be virtually 
impossible to conduct efficacy trials with this vaccine since 
there is no human population where the disease occurs in 
sufficient numbers to show statistical reduction during a 
placebo-controlled vaccine trial. Naturally it would be 
unethical to expose persons to the deadly botulism in order to 
test protection with the. vaccine. 

Since these studies cannot be conducted and there is no real 
commercial market for botulinum toxoid vaccine, no pharmaceutical 
company would wish to work with DoD to apply to the FDA for its 
licensure. The sole purpose in administering this vaccine to our 
military forces was to protect them from the potentially lethal 
effects a biological agent that could have been used against our 
forces. 

11. How many U.S. servicemembers are estimated to have inhaled 
or ingested oxidized depleted uranium during the Persian Gulf 
War? 

Answer: 

This cannot be answered with great precision. There were 29 U.S. 
vehicles which were affected by DU contamination, but, there were 
an untold number of Iraqi vehicles which were struck by DU 
penetrators. Damaged Iraqi vehicles may have been entered to 
collect items of interest to intelligence officers; they may have 
been entered by munitions specialists to assess the effectiveness 
of the munitions; and they may have been entered by those in 
search of souvenirs. Of the 29 U.S. vehicles, there may have 
been as many as 2 00 crewmembers (4 per Abrams (14) and 10 per 
Bradley (15)) who might have had some degree of contact with DU 
contamination. In addition, there were battle damage assessment 
teams, vehicle recovery teams, maintenance teams, and retrograde 
teams, all of which may have had some degree of contact with DU 
contamination. I am confident that we have identified those 
soldiers who had the greatest potential to receive the largest 
exposures to DU contamination and we are evaluating their 
exposure as "sentinel" populations. If any member of the 
sentinel populations is shown to have a significant uptake of DU 
contamination through ingestion or inhalation, then we will 
broaden our medical surveillance to include others who may have 
received less significant exposures to DU contamination. I would 
point out that none of the soldiers in the sentinel population, 
to date, has shown evidence of a clinically significant uptake of 
DU contamination through ingestion or inhalation. 

12. Are there gender or racial differences among Gulf War 
veterans who have reported health problems? 

Answer: 

Based on the largest surveillance data base available relating to 
post-Persian Gulf War health problems, namely ours in the U.S. 
Army, there does not appear to be a striking maldistribution of 
cases by gender or race. For example, of the 84 Army cases, the 
distribution was 86% male; 14% female; 67% Caucasian; 13% black, 
5% hispanic; and 15% unknown racial category. This is roughly in 
line with the gender and racial distribution of the force. 
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13 . Can you tell us to what extent the various inoculations 
given to the soldiers in the Gulf were tested and what reasons 
you had for feeling that they were safe to use? Can you provide 
us with information on the history of these inoculations and the 
testing done? 

Imswer 

Let me assure you that no United States military personnel 
involved in Operations Desert Shield/Storm were given untested 
immunizations. The safety and health of our military personnel 
are of paramount concern to the military leadership and the Army 
Medical Department. 

For protection against infectious diseases endemic to Southwest 
Asia, the Army Medical Department recommended that personnel 
receive the following immunizations: polio, typhoid, diphtheria- 
tetanus, influenza, and meningococcal disease. In addition, 
soldiers were given immune serum globulin to protect against 
infectious hepatitis and some soldiers were given chloroquine 
chemoprophylaxis to protect against malaria. All of the above 
are licensed by the Food and Drug Administration (FDA) . 

In addition, two vaccines were available to our military forces 
for protection against biological threat agents. Individuals and 
units determined to be at risk for exposure to biological agents 
were given the added protection of vaccination to supplement 
their protective clothing and protective mask. These 
vaccinations could be lifesaving in the battlefield setting. 

One vaccine, “Anthrax Vaccine, Adsorbed,*' was licensed by the FDA 
in 1970 and has been used safely for many years in individuals 
occupationally exposed to anthrax spores. 

The second, “Botulinum Toxoid," has been used over the past 25 
years to protect over 3,000 laboratory workers and others 
occupationally exposed to botulinum toxin. While it is not FDA 
licensed, it has been thoroughly safety tested and used safely in 
compliance with PDA regulations. Ordinarily, the FDA requires 
signed informed consent by the recipient prior to use; however, 
the Department of Defense requested waiver of the requirement 
because of time and logistical constraints and to ensure 
operational readiness of the entire force. The FDA waived the 
requirement for informed consent in the Desert Shield/Storm 
theater of operations. 

14 . I was informed that the British Government had conducted a 
study on DU and contacted the British Embassy here in Washington 
to learn more. I was told that the report was classified and 
that I should contact the Joint Chiefs of Staff. Are you 
familiar with this report? Have you seen it? If so, can you 
furnished this to the Committee or to the members. 

Answer: 

I am aware of the report but I haven't seen it. 

15 . We have all heard other possible explanations such as 
exposure to DU, pesticides, contaminated supplies, diesel in 
heaters, etc. I place stock in these claims and feel they should 
be thoroughly examined. Have you done research in this area, or 
do you plan to? 

The issue of greatest concern to DoD was exposure to Kuwait well 
fire smoke. That is why the Dod leadership requested the 
assistance of the U.S. Army Environmental Hygiene Agency to 
conduct a comprehensive study of this problem as outlined in my 
written testimony. 
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The oil well smoke exposure had the potential to effect a large 
number of DoD personnel operating in the Gulf and, of course, it 
was not generated as a result of usual military operations. On 
the contrary many of the other types of exposures that have been 
suggested as possibly contributing to the post-Persian Gulf War 
health problems occurred as part of usual military field 
operations and were not unique to the Persian Gulf experience. 
However, the door is open to investigate any exposures that could 
have caused subsequent health problems 

I would add that, the National Academy of Sciences, Medical 
Follow-Up Agency (MFUA) will be assisting both the DVA and DoD in 
looking at the requirements for future epidemiological studies, 

16. What are your views on MCS? 

ANSWER 

I agree with the National Academy of Sciences position that if we 
are going to learn more about the phenomenon of multiple chemical 
sensitivity (MCS) , we need to support research using rigorous and 
established scientific methods. Much of what is known about MCS 
today is largely anecdotal and unsubstantiated by well designed 
and controlled research. I doubt that the mainstream medical 
community in the U.S. or in DoD will fully accept MCS as a 
legitimate diagnosis until more credible scientific research is 
conducted and then published in the peer-reviewed medical 
literature. 

17. Many in the National Guard have their own insurance through 
work or private means, and so after suffering symptoms they may 
not necessarily to go to the VA or military facility for 
treatment. How will we track them? 

ANSWER 

The DVA’s Persian Gulf War Veterans Registry is designed to do 
just that. This DVA registry is open both to veterans still in 
the active reserves as well as those who are no longer serving in 
the reserve component. This registry will keep track of all 
those wish to participate. Information in the DVA registry will 
be compatible with information in the DoD exposure registry. In 
the future, if some new medical finding or study reveals that 
Gulf War Veterans are at some increased risk of illness, then 
this DVA registry, with current addresses of its participants, 
will permit this information to be fed back to them. 

18. Why wasn't any action taken to warn or protect the troops 
from possible expose to DU on the battlefield? 

ANSWER 

There were several technical manuals and bulletins that provided 
information on the presence of DU in battlefield systems and on 
procedures which should be used in performing maintenance on 
equipment which contains DU and in responding to accidents which 
involved DU. However, when we began getting questions from the 
field indicating that not everybody was aware of DU issues, a 
message was sent to the field from the Armament and Munitions 
Command (ARCCOM) . This message contained information about the 
nature of DU and the appropriate precautions necessary in dealing 
with DU during battlefield scenarios, including recovery 
operations. 

19. How can the military be certain that DU is safe to use? 
ANSWER 

We believe that the proper use of depleted uranium armament poses 
no significant health risk to military user. I would hasten to 


- 7 “ 



471 


point out that any small risk associated with working in and 
around depleted uranium must be balanced against the great 
protective advantage provided to our soldiers by this DU armor. 

In other words DU contributes little to the total risk associated 
with participation in combat yet significantly improves the 
crewmember’s chance of surviving that combat. 

20. If the Government felt that an Albany, NY munitions plant 
should be closed because of the risk of exposure to citizens of 
NY, and the military has built a facility in South Carolina to 
decontaminate our tanks that were hit by our own DU rounds, or 
"friendly fire", then how can you not take precautions to protect 
troops, specifically those sent to clear the battlefield? Don't 
you agree that the actions in Albany and the construction of the 
facility in South Carolina suggest that somebody felt like OU was 
a threat? 

ANSWER 

It not appropriate to compare state regulations, and 
environmental standards that exist at U.S. installations during 
peacetime to battlefield conditions in a combat theater of 
operations. I do agree that the Army did not do an adequate job 
in educating our soldiers about the proper procedures relating to 
the clean-up of our vehicles damaged by DU munitions. I can't 
speculate on the answer to the second part of this question 
regarding the actions to close the facility at Albany and move to 
South Carolina. As you are aware, often these decisions are made 
because of considerations other than strictly health reasons. It 
is also true that decisions are sometimes made because of a 
perceived health threat. Unfortunately, that perception is 
sometimes based on irrational fears. 

21. Were notation of inoculations kept in soldiers' medical 
records? If not, why not? How will we do follow-up down the 
road? 

ANSWER 

It is military policy to document all vaccines administered to an 
individual in the yellow "shot" record and the individuals 
medical record. It is my understanding that most units who 
received immunizations while in the Persian Gulf had them 
recorded on a temporary record which was then supposed to be 
transcribed or filed in their official medical records upon 
return to their home base. 


- 8 - 



472 


Kimo S. Hollingsworth 
819 Lynn Court 
Rockville, MD 20850 


August 11, 1993 


Congressman Lane Evans 
U.S. House of Representatives 
335 Cannon House Office Building 
Washington, D.C. 20515 

Dear Congressman Evans: 

In response to your written questions, I submit the 
following in the format you requested. 

1. Q, Please identify each diagnosis you received from a 
private sector or VA physician prior to receiving treatment from 
Dr. Hyman. Please identify the diagnosis you were given by Dr. 
Hyman. 

A. In January of 1993 I went to a local doctor in 
Rockville, MD for my illness. After numerous tests, he 

indicated that he did not know what illness I had or what could 
be the cause. I then registered with the Persian Gulf registry 
and was given a complete physical and numerous tests. The VA 
physician at the Washington, D.C. VA hospital notified me via 
mail that I was physically fit. My next move was to contact Dr. 
Hyman. He administered a urinalysis and informed me that I 
tested positive for a bacterial infection. 

Q. Describe the inpatient and outpatient treatment which 

you have already received form Dr. Hyman. 

A. The inpatient treatment I received from Dr. Hyman was 
twelve days of intensive antibiotics. The outpatient treatment 
I received and am currently receiving is daily doses of oral 
antibiotics and periodic urinalysis. 

Q. Describe the inpatient treatment you are continuing to 

receive from Dr. Hyman. 

A, I am currently not receiving inpatient treatment, but I 
am receiving the outpatient treatment as described above. 

Q. Describe the results of the treatment you've received 

from Dr. Hyman. Are these results temporary or permanent? 

A. The results I have received from Dr. Hyman are 
remarkable. There is a night and day difference in my health. 
Prior to treatment my symptoms included: severe muscle and joint 
aches, fever, headaches, blurred vision, pain in the center 
chest, coughing of dark green sputnum, fatigue and plain lack of 
motivation. My health was such that my physical fitness program 
stopped, I could not pull myself from bed, I would sleep 
constantly and my performance at work suffered. Presently, I am 
awake before the sun rises, work long hours, exercise three 
times a week, participate in the Marine Corps Reserves and 
conduct many personal projects at home. 

Currently, my results have been permanent. In early July 
I had a relapse. Dr. Hyman quickly changed my medication and it 
subsided. I still periodically have mild symptoms; however, the 
symptoms and frequency are becoming less and less. Dr. Hyman 
explained to me that this would happen. The illness is behaving 
the way he said it would. 

2. Q. What evidence supports a conclusion that your health 
problems were incurred or aggravated due to your military 
service in the Persian Gulf War theatre? 



473 


A. Prior to my deployment to the Persian Gulf, I was in 
excellent physical condition. I had never experienced symptoms 
or had an illness that compared to the Persian Gulf illness. 
Also, members from my unit were experiencing similar symptoms. 

3. Q. How can VA care to Persian Gulf War veterans be 
improved? 

A« The entire VA system ca.-. be improved by not having a 
veteran prove his/her illness, but instead have the VA disprove 
the illness. Also, the VA should give Dr. Hyman a grant to 
conduct his research. Alot of taxpayers money will be spent on 
pursuing Multiple Chemical Sensitivities with Dr. Hinshaw and 
his team. Presently, the patients they have treated and the 
patients all others have treated have not gotten better, but 
have gotten worse. Dr. Hyman has treated seven Persian Gulf 
veterans with success. All seven veterans are better! Also, 
the VA can help by keeping administrators from making medical 
decisions. Dr. Mather, General Blank and others are not 
practicing physicians. I respect their positions; however. Dr. 
Hyman has been practicing and researching medicine in a hands on 
fashion for over thirty years. I fully understand that if Dr. 
Hyman is right (I know he is by the results), it will 
revolutionize modern medicine. In other words, if he is right 
then we have been misteaching medicine for over forty years. 
Everyone must put their foolish pride aside and get the job done. 
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Questions Submitted Sy 
Honorable Lane Evans# Chairman 
Subcommittee On Oversight & Investigations 
Committee On ^feterans Affairs. 


1. Identify the available evidence to support your 
testimony that nerve or biological agents vere used against 
1J.S. Troops during the Persian Gulf War. 

Our testimony stated that the concerns of environmental 
manipulation vere largely based on observations of the 
Public Television "Hova" program where television cameras 
accompanied the United Nations Inspection teams and found 
some thirty (30) Scud Missiles loaded with Nerve and 
Biological agents. Tills information# combined with the 
personal reports of herds of animals dying overnight in the 
neutral zone (December# 1990)# and the reports of Scud 
Missiles exploding over the Daharan / A1 Jubayl areas 
without being fired on by Allied Forces# it appears the 
concerns of Environmental Manipulation are valid. The 
conclusion of our statement was that the possibility of 
minimal usage of Nerve and Biological agents by both sides 
is quite feasible. 

The United Nations# on December 4# 1990 passed a resolution 
specifically prohibiting attache on nuclear facilities. Yet 
when the war began the next month# General Schwarzkopf said 
that nuclear# biological and chemical weapons factories were 
primary bombing targets. On January 23# 1991# (5eneral Colin 
Powell said "Iraq’s two operating reactors are both gone# 
They’re down. They're finished." On January 30, 1991 
Schwarzkopf said allied forces had attacked 18 chemical# 10 
biological and three nuclear plants. (?Jew York Times# 
January 24# 1991, JJew York Times, January 31# 1991). 

As early as January 22# 1991# a Czechoslovakian antichemical 
unit found traces of chemical weapons agents# later 
Identified as the Nerve Agent "SABIN"# that bombing may have 
released. On Febuary 4, 1991, a French military spokesman 
said that chemical fallout was being detected throughout 
Iraq. (Financial Times# February 4# 1991# MET Report 
Background Papers# July 1991). Other bombed plants also 
released toxins. For example# International Study Teams 
found chemical fallout from bombed asbestos factories# a 
sponge and rubber factory and many textile mills. These 
bombed sites released sulfur# carbon dioxide and nitrous 
oxide into the atmosphere for at least thirty (30) days 
after they were hit. (Testimony by Ross ?llrkarimi# Persian 
Gulf Project Coordinator of the Arms Control Research Center 
in San Francisco# at Los Angeles Commission of Inquiry 
hearing# September 15, 1991). 

Acceptance of U.S. (Sovernment credibility In reguards to the 
exposures of Allied Military personnel and other 
participants in the Persian Gulf is fast reaching rock 
bottom levels. Washington Times# January 22, 1991. "Sorry 
Sir#’’ the Lieutenant replied# on hearing the name of my 
newspaper. "We are under orders not to talk to the media." 
\^hen told we were not interested in asking about operational 
matters but only inquiring about our own safety# the 
U.S. officer kept repeating the same phrase. Interestingly 
the Americans we encountered were the only allied nationals 
that treated us with suspicion. 
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\n\en the Intersallled radio alert system told us that the 
French chemical alarm had just been triggered and that 
Czechoslovatc anti ~chemical'*warf are specialist were on 
location. A French officer told me precisely what had 
happened. The Czechs confirmed that chemical agents were 
indeed in the the air but not in lethal doses. They assumed 
that IJ.S. bombers must have destroyed a large stockpile of 
chemical shells on the other side of the border. 

The real chemical scare came when we returned to base after 
several hundred miles of front-line touring. The order to 
don masks and chemical protection suites came six times 
between 10:pro and dawn. Me kept checking the stick-on beige 
paper square on our left sleeve for any change in color. The 
color code was inscribed two inches up the sleeve: 
”brown"nerve gasr red " blisterr green - nerve {w type).” 
liercifully, the tiny sticker remained beige, flore 
conventional non-chemical Scuds had fallen In the desert/ 
but they were not mentioned In the tl.S. briefing we heard 
on BBC. 

A letter from the Honorable Richard Shelby/ United States 
Senator/ states, ” I was astonished to learn during the 
testimony of two veterans of the Gulf conflict that they 
believe they were subject to a chemical attack. Articles in 
the Birmingham hews, my personal conversations with other 
servicemen who served in the Persian Gulf, and reports that 
Czech soldiers detected increased concentrations of mustard 
gas and nerve agents in the atmosphere, have all raised the 
speculation that American Troops may have been subject to 
chemical exposure during their Gulf service. It Is my 
understanding that the Czechs sent samples of the chemicals 
to military laboratories In the United States. 

A letter from an English mother comments: "I understand that 
on or about the night of 20th January# 1991, Sharon was 
woken by a loud bang (which in retrospect apparently sounded 
similar to an explosion they later heard when a SCITI) was 
taken out by a Patriot over the sea near the port). Tills was 
followed by the air raid sirens and they donned their WBC 
suites, lly son-in-law had apparently seen a flash of light 
just before the bang. They were then informed over the 
tannoy that chemicals had been detected in four places. 

1. The Port, 

2. A near by Army Camp, 

3. A sports stadium used by the Americans. 

4. hear the boundry of their accomodation complex 
at Al Jubayl . 

They stayed in their suites until the all clear and no futher 
information was given until the following day. They were then 
told that the chemical warning devices had been activated bt 
fuel or oil leaking from a damaged Bronco aircraft flying 
back to base. At the time this seemed to be a plausible 
explanation, but having seen this newspaper report and given 
the matter some thought, they are now of the opinion that 
the aircraft must have flown a strange route back to have 
covered the four areas mentioned. (Enclosed Copy of a letter 
from an English mother.) 
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These statements « combined with the statement of the Czech 
unit commander that he notified Central Command of the 
exposures^ combined with statements by KG Konald IK Blancic 
like "Tlie Army's response to health issues prior to, during 
and after the Persian Gulf War was- and continues to be- 
aggressive, open and proactive," when he will not address 
the Investigational drugs other than pyrodostigmine bromide 
and botullnum-toxoid vaccine. Die fact that the Pentagon 
purchased drugs that were still on experimental status with 
the PDA, and the statements that "Other" investigational 
drugs were fielded during Desert Storm, (Killtary Medicine, 
157.8:404,1992, HSC Mercury, July 1993, Boston Sunday 
Herald, October 4, 1992 ) lends credence to the concerns of 
credibility. The question of why the Department of Defense 
and the Department of Veteran Affairs has denied even the 
possibility of nerve and biological exposure to our 
troops. Iflien they knew that the possibility existed in 1991. 

Will the veterans of Operation Desert Shield / Desert Storm 
have to wait Fifty (50) Years for the Department of Defense 
to admit that there was an exposure, like the veterans of 
World War II? Will the Department of Veteran Affairs deny 
the Operation Desert Shield / Desert Storm veterans 
treatment for possible exposures and allow these veterans to 
suffer for Fifty Years? 

The problem is not whether Allied troops had Herve and 
Biological agents used against them. The question is if they 
were exposed to those substances? The Operation Desert 
Shield / Desert Storm Association, (International) believes 
that they were, and that the Department of Defense and the 
Department of Veteran Affairs know's it! 


Questions Submitted By 
Honorable hane Evans, Chairaan 
Subconnoitte On Oversight & Investigations 
Coamittee On Veteran Affairs. 


2. According to your prepared statement, "During the 
Persian Gulf conflict, and for months afterwards, there were 
situations that resulted in the exposure of military and 
civilian personnel to concentrated, uncontrolled amounts of 
toxic petroleum materials, their by-products and numerous 
other chemical compounds utilized in the procurement and 
processing of crude oil." To what compounds and by-products 
vere II. S. Troops exposed? How long did this exposure 
last? Ilov many IT.S. Troops vere exposed? 


To begin with, remembering that the oil fields of Kuwait 
were pumping out 10 million barrels of oil per day into the 
environment, (Kuwait Institute of Scientific Research) the 
normal medical hazardous standards of exposure to crude oil 
and its by-products are also multiplied. 

Crude Oil produces Hydrogen Sulfide Gas, it may also contain 
Benzene and Radon, a natually occuring radioactive 
gas. Hydrogen Sulfide Gas, (H2S) warnings Include: Avoid 
liquid, mist and vapor contact, wash thoughly after 
handling, may be harmful if Inhaled or absorbed through the 
skin. Avoid breathing vapors or mist. Use only with adequate 
ventilation, a flammable, irritating and highly toxic gas 
may be present, vapor or liquid penetration of skin can 
cause central nervous system depression and/or systemic 
effects. Harmful or fatal If swallowed, contains petroleum 
distillates . 
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Benzene Is associated with Aneraias and Leukemia in humans# 
and Polynuclear Aroma compounds (PHA"s) which have been 
shown to produce skin tumors on laboratory animals after 
prolonged and repeated skin contact. Tlie risk of Benzene or 
PhA-induced cancer from short-term contact with this 
material is not known# but believed to be minimal. Avoid 
prolonged and repeated contact. The participants of Desert 
Shield / Desert Storm lived and worked in the mist# vapors, 
and oil spill residue for weeks on end# with no capability 
for clean-up or any of the "recommended'' proceedures in many 
cases » 

Industry experience has shown that crude oil may contain 
small amounts of RADOti# a natually occuring radioactive gas# 
and its particulate decay products. Gamma Radiation above 
background levels# emmitted from short half-life decay 
products# may be detected externally at that equipment 
during operations but will decay to background levels within 
Four (4) hours after cessation of flow, imat happens when 
the cessation of flow does not come for weeks on end? Bow 
much Gamma Radiation are the people who are continuously 
working and living in this environment exposed to? 

Equipment emitting Gamma Radiation should be presumed to be 
internally contaminated with the longer-life decay products 
that emit Alpha Radiation# which may be a hazard if 
inhaled. If your assesment indicates the presense of Gamma 
Radiation# employee exposure potential should be minimized 
by limiting access near the equipment prior to maintenance 
on those equipment internals# stop the flow and allow a Four 
(4) hour delay prior to opening, llaintenance personnel 
should wear appropriate protective equipment to prevent skin 
contamination or inhalation of any residue containg Alpha 
Radiation . 

From the beginning of the Air War until ?Jovember 7# 1991 
when the Emir symbolically put out the last of the oil-well 
fires# n.S. and Allied personnel had been exposed to the 
toxic materials of crude oil. Keep in mind that in many 
cases these troops were unable to wash# change clothes# 
discard their boots or gloves# which is a recommended 
proceedure# or obtain protective equipment that was suitable 
for oil field activities. We find no evidence of Radon 
testing being done by military personnel# the presense of 
any equipment to be able to do the testing or who even knew 
that they shoud be aware of the possibllty of Radon 
exposure. 

The total toxic residue released into the atmosphere by the 
Kuwait Oil Company's definitive figure of 732 blown oil 
wells# will never really be known. Tlie gag order which 
prohibited IT.S. sponsored scientists from making all but the 
most Innocuous statements about the war's ecological 
consequences. Government-imposed secrecy continued to cloud 
th issue until a month after Kuwait’s Liberation when 
journalist John Morgan# writing in Scientific American# 
reported on the information embargo. On April 3# 1991# in 
the fJew York Times# Tom wicker hailed Morgan's work and 
suggested that the W.S. information blackout was an element 
of a pattern based on the fear that ecological catastrophes 
would dampen enthusiasm for the war. 
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The question of whether the smolce from the burning oil wells 
in Kuwait presented a serious threat to global climate has 
been the subject of considerable scientific debate and 
widespead public concern. Yet the Department of Energy 
explicitly forbade its scientists to discuss their research 
with the media. In an internal department memo obtained by 
Scientific American senior writer John Horganr public 
Information officer John Eelluardo specified the language 
that department scientists and contractors were authorized 
to use in public discussions of the "environmental Impacts 
of the flres/oil spills in the Middle East." they were 
allowed to say: "Most independent studies and experts 
suggest that the catastrophic predictions in some recent 
news reports are exaggerated" and "We are currently 
reviewing the matter, but these predictions remain 
speculative and do not warrant any futher comment at this 
time . " 


By concentrating on a few dangerou chemicals known in the 
Northern industrial cities as "priority polutants," 
researchers Investigating the smoke from Kuwait's oil-well 
fires were able to allay some fears about the climatological 
and public health implications of the oil fires. But they 
failed to take into account the complexity of the mixtures 
of chemicals and particles in the plume. It was constantly 
changing and evolving as it spread out from Kuwait. 

Several million dollars were spent to collect this sort of 
information during the ?JCAR-Unlversity of Washington 
airborne research, and scientists were ready to analyze this 
data and unlock some of the plumes chemical mysteries. But 
government agencies have failed to fund the work. In Kuwait, 
public-health scientists deplored the limited amount of 
useful information released by foreign researchers. 

"Imagine all the toxic chemicals that could be present in 
the tons of smoke from the crude oil fires," said Sami al 
Yakoob of the Kuwait Institute of Scientific Research. "We 
will never know the poisons that we were exposed to." 
(Against The Fires Of Hell, The Environmental Disaster of 
the Gulf War, T.H. Hawley, 1992.) 

Deflnative measurements of the chemical compounds of the 
smoke cloud for any given period would be impossible to 
document with a degree of consistent accuracy. Sand storms, 
second and third day's of the war moved the column of smoke 
in every direction. However smoke fromKuwaites 500~plus 
flaming wellheads produced darkness at noon, (?lational 
Geographic llagazine, August 1991). 

In addition to the basic contents of crude oil, many of the 
additional chemicals that are used in the everyday 
procurement and production of crude oil were present in the 
area and stored in many of the facilities that were 
destroyed. These chemicals include: Benzyl Chloride, Oxo 
Alcohol Distillation Residue, C5101 Amine C-12, 
Diethylenetrlamlne, Pyridine Residue, Polyols 1,0-56, hHT~42, 
LHT-34, LHT-2n, C5113 Amine C-6, Isopropyl Alcohol, 
Kerosene, Methanol, Westvaco h-5, C5224 Surfonlc ?l-95, C5730 
Surfonlc H-150, Expo#25, Nitrogen, 
Dodecyl-Tetradecyl-Hexadecyl-Diraethy amine, Benzoyl 
Peroxide-70. (Source, oil field personnel from the Permian 
Basin who had worked In the Persian Gulf and Kuwait oil 
fields prior to the Gulf War.) 
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Following the extent of the smoke plume and the distances 
that it travelled, (national Geographic, August 1991, 
national Geographic, February 1992, Against Tlie Fires Of 
Hell, T.M. Hawley, The Fire Tills Time, Ramsey Clark.) we 
believe that any military personnel who were in the Persian 
Gulf were exposed to some level of chemical contaminants. 

Ilany of the standards utilized in the determination of 
possible exposure problems were based on the parameters of 
known levels of exposure problems. The kuwait oil 
fires/spills have far out-distanced those known 
parameters. Iformal, recognized medical proceedures for 
dealing with oil-related chemical exposures must also be 
expanded to meet those expanded parameters. 

The Department of Defense and the Department of Veteran 
Affairs have continuously referred to the levels of exposure 
collected by the "Interagency Task Force.” This information 
has already been identified as a "Limited amount of useful 
information and innocuous statements." Gag orders and 
partial analysis of data cut short by lack of funding, again 
place a great deal of strain on the credability of the 
Department of Defense and the Department of Veteran Affairs 
when they say that they are doing everything that they can 
to take care of the Desert Storm Veteran. 


Honorable Spencer Rachus 
Questions Sut»ttted Par Record 
Hr. Victor Silvester, National President 
operation Desert Shield/Desert Store Association 
Subcommittee on Oversight and Investigations 
June 9, 1993. 


1. You state from it's inception your organization has 
been collecting and researching data pertaining to service 
in the Persian Gulf, You state that your organization has 
received many calls complaining about the lack of 
sensitivity on the part of VA staff and difficulty in 
accessing the system. Please be more specific? 

The Operation Desert Shield/Desert Storm Association was 
formed in November, 1990 after a visit to Ft. Fustls, 
Va.(See attached News Clipping). Data pertaining to service 
in the Persian Gulf and it's effects ranged from news papers, 
video recordings of war reports to medical reports. (See 
Attachments). Tlie lack of sensitivity by WA personnel range 
from a Desert Storm Veteran being given a quarter and told 
to go call 3 preacher, (Alfred Johnson, Robert I^arrlsey) to 
being told that the veteran was "nuts" or playing a game to 
get a free lunch. (See letter attached, Merril 
B. Roberts). In general please see a cross section of 
information and complaints attached to this statement. 


Honorable Spencer Bachus 
Questions Submitted For Record 
Hr. Victor Silvester, National President 
Operation Desert Shield/Desert Storm Association 
Subcommittee on Oversight and Investigations 
June 9, 1993. 


Page 6. 



480 


2. Over 500^000 nilltary personnel served In the Gulf. Hov 
nany veterans are nenbers of your association/ Ifhat are the 
requirenents for nenbershlp? 


The initial base membership of the Operation Desert 
Shield/Desert Storm Association^ (International) stood at 586 
members# amalgamating with The Military Family Support 
Network and the British Trauma After Care Trust, Gulf 
Families Crisis bine, has now raised that figure to 3, 892 
members, 21 locations where chapters have been or are in the 
process of being, formed and an International configuration. 

Hequirements for membership are as follows: Full Memberships 
Active participants of Operation Desert Shield/Desert Storm, 
Operation Hestore Hope or any support program involving the 
Southwest Asian Theater. Wife of a Participant, Father and 
)iother of a Participant if a Participant is not 
married. $10, 00. 

Associate Membership: Family related members of Operation 
Desert Shield/Desert Storm, Operation Restore Hope and any 
support program involving the Southwest Asia 
Theater, Verified by Active Participant, to include Bonaflde 
Fiance Relationship. $15. 00. 

Friendship Membership: For the Bonafide Friends of the 
Operation Desert Shield/Desert Storm, Operation Restore Hope 
or any support program in Southwest Aslan Tlieater 
Participants, or any program where members of the Armed 
Services liave stood in Defense of Freedom, Peace and 
Hujnanity.$15.()0. 

Participant: A Participant is defined as a person who was 
deployed to the Persian (5ulf or the Southwest Asian Theater 
in support of Operation Desert Shield/Desert Storm, 
Operation Restore Hope or any support program, to Include 
any person who was removed from their normal course of life 
to train for, prepare for, or provide support for, the 
operations In Southwest Asia. 

Civilian Personnel: TTie Operation Desert Shield/Desert Storm 
Association recognizes the contribution of Civilian 
Government and Contractor Personnel, without whose 
dedication and support, the mission could not have been 
completed. Tlierefore, the Operation Desert Shield/Desert 
storm Association extends the invitation for those people to 
stand with the men and women of the Armed Forces whom they 
supported as equal members of a successful team. $10, 00. 

Corporate Friendship Membership: For the Corporate Friends 
who wish to help provide a support system for the men and 
women of the Armed Forces who stand in the Defense of 
Freedom, Peace and Humanity. $200.00. 


Honorable Spencer Bachus 
Questions Submitted For Record 
Mr. Victor Silvester, flational President 
Operation Desert Shield/Desert Storm Association 
Subcommittee on Oversight and Investigations 
June 9, 1993. 
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3. Tou state In your testinony that your son was 

experiencing syaptons of Illness when he returned froe the 
Gulf. Tou said that you began the process of getting him 
into a Vh facility, but did not indicate whether or not you 
were successful and, if so, what were your son's experiences 
with nh treatment? 

In answer to your question, yes I was successful In getting 
my son treatment at a Vk facility, however, I will yelld to 
his description of his WR treatment. 

I went in to have physical to be placed In tlie Persian Gulf 
Peglstry. My appointment was for B:am. I did not get called 
until 3:30pm. I waited outside his office for almost an 
hour, lie started our exam and ten minutes Into the exam, the 
doctor was called away. Rn hour later he came back and we 
started again. Rnother ten minutes Into the exam he was 
called away aglan. Rfter another hour he returned and 
Immediately proclaimed me healthy with nothing wrong and 
that I should go home. Boy what a doctor. 

I recently found out that my name was not listed on the 
registry. Rt one point, I had an Infected mole removed from 
my left leg. Tlie scheduled time was 8:30am operation time. R 
secretary scheduled 16 people for the same Operating Room at 
the same time. Rbout 1:00pm, I finally received the 
surgery. Iflien I returned to have the sttches removed, the 
nurse left a suture In and my wound got infected. I vent to 
a private doctor to have It looked at and cared for. 

My present medical condition includes the following: 

1. Blight Hair Loss. 

2. Short Term Memory boss. 

3. Rolling Joints. 

4. Fatigue. 

5. Headaches, some quite severe. 

6. boose Teeth and Bleeding Gums. 

7. Baslly Irritated. 

B. R hard lump in my abdominal area that cannot be 
explained. 

9. Fluctuating Height. 

James H.D. Silvester. (Statement Rttatched). 


Honorable Spencer Rachus 
Questions Subnitted For Record 
Hr. Wictor Silvester, National President 
Operation Desert Shield/Desert Storm Rssociation 
Subcommittee on Oversight and Investigations 
June 9, 1993. 


4. How many veteran cases has your organization worked on 
reguardlng potential health effects of service in the 
Gulf? Of these, how many actually had problems accessing HR 
care, and did problems tend to be localized at a few medical 
centers or are Persian Gulf veterans having problems with 
access throughout the system? 
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Tlie Operation Desert Shleld/Desert Storm Association has 
assisted lr353 veteran cases relating to potential health 
effects of service in the Gulf within the United States and 
250 cases with our chapter in Britain. The American figures 
reflect a number of 14,26% of the total calls we have 
received. Assistance for these cases ranged from researching 
medical information and sending those packets to medical 
professionals. Information packets to the veterans on the 
latest KA information we have available^ assistance in 
filling out paperwork# requesting official documentation and 
providing transportation# moral and family support. 

Of thw 1#363 cases# 50 had problems accessing VA care. Tliese 
problems stemmed from problems with proof of military 
service# National Guard and Reservist personnel and their 
status in reguards to VA services and their 
eligibility. >lost cases were resolved by telephonic 
communications or referal to alternative military 
facilities. liany of our cases are in regards to veterans 
being unable to receive assistance without a diagnosis# for 
example# welfare payment# utility subsidy etc. Some of these 
veterans have waited months for a diagnosis and in desperate 
situations . 

the problems concerning VA Medical Center's appears to be on 
a Nation-wide basis, hike all large organizations# there are 
problems throughout the system. Tlie major problem area seems 
to be that of consistency and communication combined with 
the attitude that the Desert Stormer's have not yet "Paid 
Their Dues". Some facilities have outstanding programs# for 
example, the VA facility in San Antonio# Texas. Their family 
support program should be a model for all VA facilities and 
it’s staff works around the clock to take care all veterans. 

On the other han# facilities like Fargo# North Dakota# seem 
to have no concern about veterans problems. Changing 
appointments without notification# when veterans have 
travelled many hours to get there. (Tim and Carol Hoffman# 
701-223-6632) The same in 0hio( Georgina Brown# 
216-457-0641) Boise# Idaho(Pamala Magee# 208-322-6671) 
Dallas(Charle8 Townsend# 214-826-8461) Louisiana(heroy 
Smith#318-473-0501) Florida ( Susan Dillard# 904-338-7016). We 
can go on and on# all are examples of FA problems. 

Conclusions 

The diversity of the medical problems and the fact that 
man's technology has out stripped man's capability to deal 
with medical requirements to deal with that technology when 
it gets out of hand# means that a new age of Veteran Care 
had better be on the horizon# or we are in deep trouble. 
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